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Tovay’s standardized technical procedures for 


the manufacture of pharmaceuticals are well 


defined. Exacting assay methods insure safety 
and dependability of medication. 

Outstanding excellence in the production of 
medicinals, however, is the product of something 
more. It derives from a certain aptness—an 
intimate “know-how”—acquired through years 


of experience with the problems peculiar to this 
highly specialized science. 
Wyeth, today, is deeply grateful for the rich 


endowment of experience which is its heritage. 
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VALUE DEPENDS ON THE OCCASION 


© Circumstances determine values. Water is 
priceless on the desert, Lend-Lease materials 
are worth more at Murmansk than in mid- 
Atlantic and plasma can make the difference 
between living and dying only when it is 
available for administration, 

The value of ‘Lyovae’? Normal Human 
Plasma is always assured because this 
preparation is stable, portable and practical. 

Each unit provides the osmotically ac- 
tive proteins as well as the antibodies, 


complement and other life-giving elements 


present in 250 ce. of fresh human plasma 
obtained from 500 ee. of whole blood. 

Stability is obtained by quick freezing, 
followed by dehydration and storage under 
vacuum in flame-sealed glass vials. The 
desiccated plasma is simply restored by 
addition of sterile, distilled water. Hyper- 
tonie (concentrated) solutions can be 
easily prepared, 


“LYOVAC’ nrorRMAL HUMAN PLASMA 


Stable, portable “Lyovac”? Normal Human 
Plasma can be kept safely without refrig- 
eration wherever treatment of shock may 
be required... in accident room or ambu- 
lance, operating room, delivery room or 
office, in first-aid stations and mobile dis- 
aster units. 

Each 250-ce. unit’ provides approxi- 
mately as much osmotically active protein 
as 500 ce. of whole blood, and—since 
‘Lyevae” Normal Human Plasma_repre- 
sents pooled material from fifty bleedings 
—it may be administered at once without 
typing or cross-matching. 

e e es 

‘Lyovae’? Normal Human Plasma is ac- 
cepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation, Each unit includes distilled water 
and complete apparatus for restoring the 
desiccated material... Sharp & Dohme, 
Philadelphia, Pa. 
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MEDICAL SERVICE ASSOCIATION 


A NON-PROFIT ASSOCIATION, PROVIDING MEDICAL AND HOSPITAL CARE 


Your Association .. . 


. Handles an Average of 200 Claims Monthly. 


Pays to Honolulu County Medical Society Doctors an 
Average of $6,000.00 per Month. 


Now Has a Total Membership of Over Seven Thousand 
Oahu Residents. 


Is Now Offering Our Present Plan to the Plantations on 
Oahu. 


Is Developing a Plan for Outer Island Coverage. 


Offers Adequate Compensation to the Doctors for Pro- 


fessional Services Rendered and Pays Promptly. 


HAWAII MEDICAL JOURNAL 


Volume 3 NOVEMBER-DECEMBER, 1943 $2.00 per yr 
Number 2 35c per copy 


Published Bi-monthly’ by 
THE HAWAII TERRITORIAL MEDICAL ASSOCIATION 
(Incorporated in 1856 under the Monarchy) 


Mabel L. Smyth Memorial Building 
510 S. Beretania St. 
Honolulu, Hawaii, U.S.A. 


TABLE OF CONTENTS 


SEXUAL STERILIZATION: 


PROGRESS IN INTERNAL MEDICINE 


THE PHYSICIAN’S OBLIGATION 


Reactions Following the Readministration of 
TO HIS PATIENT 


the Sulfonamide Drugs with a Report of Two 
Cases 


H. E. Bowles, M.D. .................. 65 


William B. Patterson, M.D. ......... 81 


MULTILOCULAR PSEUDOMUCINOUS 
CYSTADENOMA OF THE PANCREAS 


Pilonidal Cysts 
Report of a Case Successfully Extirpated Nonidal Cysts 


discussion of its surgical treatment. 


Rebert G. Jolmstom,. 85 


Approval of Laboratories to Perform 
HEART DISEASE IN HAWAII Pre-Natal Serologic Tests 


Review of 160 Consecutive Cardiac Cases 


: Bernard Wttin, 91 
Seen in a General Medical Clinic in Honolulu 
with Discussion of Its Surgical Treatment. 
Alfred S. Hartwell, M.D., and COUNTY SOCIETY REPORTS ......00000000u0... 95 


Joseph W. Lam, M.D. 71 


LIBRARY NOTES 


WAS IT MURDER? 


The JOURNAL may not be held responsible for opinions expressed in papers, discussions, communications, or advertisements. The 
advertising policy of the HAWAII MEDICAL JOURNAL is governed by the rules of the Council on Pharmacy and Chemistry of the 
American Medical Association. The right is reserved to reject material submitted for editorial cr advertising columns. All saterial for 
publication must be in the hands of the editor on or before the 15th day of the mouth preceding publication date. Reprints of original 
articles will be supplicd at actual cost, provided request is attached to manuscript, or made in sufficient time before publication. A reasou- 
able number of cuts and illustrations accompanying an article will be accepted for printing. The right is reserved to ask the author to 
bear the cost of these when it is found necessary to do so. 


Copyright, 1942, by the Hawaii Territorial Medical Association, Honolulu, Hawaii. Entered as second-class matter, October 17, 1941, 


at the Post Office in Honolulu, Hawaii, under the Act of August 24, 1912. Office of Publication: Mabel 1.. Smyth Memorial Building, 
510 S. Berctania St., Honolulu, Hawaii. 


~~ 


Hawaii Territorial Medical Association 


1943-1944 


OFFICERS 
Douglas B. Bell, Honolulu 


. President 


Vice President from Hawaii County 
Vice President from Honolulu County 
Vice President from Kauai County 
K. Izumi Vice President from Maui County 
A. V. Molyneux, Honolulu Secretary 


S. E. Doolittle, Honolulu Treasurer 


COUNCILLORS 


S. R. Brown, Hawaii County —.............. 

L. G. Phillips, Honolulu County — 1944 
P. Withington, Honolulu County —.. 1945 
F. J. Pinkerton, Honolulu County — 1945 
R. J. McArthur, Maui County 1946 
S. R. Wallis, Kauai County 


DELEGATES 


Honolulu County: Hawaii County: 


Frank C. Spencer H. E. Crawford 
A. G. Schnack H. M. Patterson 


Arthur Davis 
Maurice Gordon 


J. E. Strode Kauai County: 
H. C. Gotshalk M. A. Brennecke 
Edmund Ing 


G. C. Milnor 


COMMITTEE CHAIRMEN AND BOARDS 


Board of Medical Examiners—J. A. Morgan, Secretary 
Cancer Committee—G. A. Batten, Honolulu 


Examining Board, Hospitals and Settlements—H. M. Johnson, 
H. L. Arnold, Jr., Honolulu 


Health Education Committee—R. K. C. Lee, Honolulu 
Journal Committee—H. L. Arnold, Jr., Editor 


Mabel Smyth Building, Board of Management—L. G. Phillips and 
F. J. Halford, Honolulu. 


Psychiatric Committee—R. D. Kepner, Kaneohe 
Public Policy and Legislative Committee—Thos. Mossman, Honolulu 
Scientific Work Committee—Douglas B. Bell, Honolulu 


Sexual Sterilization: The Physician's Obligation to His Patient 


H. FE. Bow M.D. 


Honolulu 


The following interviews with patients in recent 
weeks have led the author to ponder deeply the 
responsibility of the physician in advising his 
patients in the matter of sexual sterilization. 


REPORT OF CASES 


Case 1. The patient, a 29 year old Caucasian female, 
was sterilized at the age of 16, when pregnant out of 
wedlock with her first child. The child died subse- 
quently of causes not known by the patient. She stated 
that she was an inmate of an institution where there 
were many girls who were in trouble of various sorts. 
This patient had married and wished to have a child. 
Her husband had steady employment and she worked 
in a garment factory, earning a respectable income. 


Case 2. The patient, a Caucasian female, gave her 
age as 42, looked younger, and had an attractive appear- 
ance and manner. She was single and planned to marry 
soon. She stated pointblank that she wished to be steri- 
lized; was not interested in contraceptives; and did not 
wish to have a child. Furthermore, she stated that she 
saw no reason whatever why she did not have a right 
to request sterilization; that she and her prospective 
husband were old enough to know their minds; and that 
she did not see why a physician had any right not to 
accede to her request. A careful physical examination 
revealed no noticeable physical defects. 


Case 3. The patient, a 24 year old Japanese female, 
with a Caucasian husband and a 2 year old child of 
which he was the father, was pregnant again, four 
months, her husband being the father of her unborn 
child. She had quarreled with her husband over several 
trivial matters, felt she would leave him, and asked for 
and expected to have sterilization immediately follow- 
ing the birth of this, her second child. 


Case 4. The patient, a 32 year old Caucasian male, 
applied to his physician for a vasectomy, stating that he 
had four children and—though physically fit and well-to- 
do—felt that these four were all that he could raise 
properly. Vasectomy was done. He did not separate 
from his wife. Some time later the patient again called 
upon the surgeon who had performed the vasectomy and 
on questioning admitted having told a falsehood the 
first time. At the time when he claimed to have had 
four children he actually had only one. Both he and his 
wife now urgently wished to have more children as 
times were better. 


Case 5. The patient, a 19 year old single Caucasian 
female, was sterilized by the popular puerperal technic 
despite the fact that the medical consultant (a compe- 
tent cardiologist) stated on the hospital record that the 
patient had a minimal heart lesion and that future 
pregnancies were not contra-indicated. There was never 
any evidence of decompensation during the prenatal period, 
and labor and delivery were uneventful. 


Case 6. The patient, a 34 year old, part-Hawaiian 
female, présented herself with an unmistakable early 
pregnancy. She stated that she had had a puerperal 
sterilization following the birth of her third child five 
years previously. The three children were girls. She 
did not see how she could be pregnant, although, if so, 


she was very happy about it as she still clung to the 
wish for a son. She was delivered of her child—another 
girl—at full term. She declared she was relieved that, 
after all, she was still a normal woman and able to bear 
children. She was extremely happy the pregnancy had 
occurred even though she still had only daughters. She 
hopes to try again to have a son. 


Case'7. The patient, a 21 year old Filipina, recently 
married, at the age of 14 had become pregnant by her 
stepfather. Upon court order she was aborted and ster- 
ilized. Now she wished to have children. 


Case 8. The patient was a part-Hawaiian woman, 34 
years old, the mother of two healthy teen-age children 
by a previous marriage. She was married again to a 
non-commissioned officer in the Army. At the age of 
33 she presented him with their first child. After this 
she asked to be sterilized. She was dissuaded and at the 
age of 4 months this baby died of whooping cough 
pneumonia. She is now in mid-pregnancy. Every time 
she visits her physician she speaks of how deeply grate- 
ful she is that she was not sterilized. 


Case 9. The patient was a 27 year old Caucasian 
female, newly married. After eagerly looking forward 
to the birth of her first child, she was broken-hearted at 
aborting in the third month. A curettement was done 
for incomplete abortion with hemorrhage. The patient's 
husband immediately consulted a surgeon and made 
tentative arrangements for a vasectomy. The patient 
came to her obstetrician in tears, stating that all she 
could think of was, “How soon can I try again to have 
a baby?” The surgeon was informed of the true state 
of affairs and the vasectomy was cancelled. A careful 
history would have disclosed the fact that the couple 
had no living children, and some embarrassment could 
thus have been avoided. 


CoMMENT 


These are cases picked from our everyday, run- 
of-the-mill, practice. They are presented with the 
urgent request that they be used as food for 
thought and for guidance in matters which are the 
physician’s sacred trust. Let us not forget the 
infinite possibilities for the creation of family 
tragedies that may result from the perform- 
ance of unnecessary operations on the male or 
female reproductive organs. The physician should 
take due heed of the fact that although man may 
be made in the image of God he cannot presume 
to be possessed of divine wisdom. 


The decision of the patient to request steriliza- 
tion is prompted by many and varied motives, 
among which the commonest are economic un- 
certainty, insecurity, and the desire to give the off- 
spring the best possible education. Many couples 
feel that two children are enough, especially if 
both sexes are represented. Others decide upon 
three or four or more as the case may be. It is an 
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undeniable fact that the operation of sterilization 
is often carried out without adequate considera- 
tion of other birth control measures, with no con- 
sideration for the gaping hole in the family circle 
which might follow in the wake of an automobile 
accident, an illness, or one of the terrible con- 
sequences of modern warfare. No physician or 
parent is gifted with insight into the future and 
can predict these events. Who are we-to assume 
such responsibility ? 


Further, the operation of vasectomy, like resec- 
tion of the Fallopian tubes, is understood by num- 
erous patients to be a reversible process. It is true 
that there are many cases where continuity of the 
vas or oviduct has been reestablished and children 
have been born subsequently. But what right has 
a surgeon to guarantee such a result? Likewise let 
us not forget that ectopic gestations are not un- 
known under such circumstances. 


A few words about the well-meaning family 
investigator who comes upon a woman up to her 
elbows in the family washtub, with a sick child in 
bed, the baby unfed, dishes unwashed, the husband 
out of employment—perhaps drunk—and five or 
more children—the mother perhaps a young 
woman of 24. Some such conversation as the 
following may ensue: 


Investigator: “Mrs. X, you are having such a struggle, 
you should not have any more children.” 


Mrs. X: “What shall I do about it?” 


Investigator : “Sign a paper and the doctor will fix you 
so you do not have to have any more children:”’ 


The patient enters the hospital later and a sterili- 
zation permit is unhesitatingly signed by her and 
by her husband. Now at this juncture the staff 
physician is notified that the patient has been ad- 
mitted for sterilization. What is his responsibility ? 
Social workers have spent much time on the case ; 
papers have been signed ; a hospital bed occupied ; 
the operation scheduled; instruments sterilized ; 
and people assembled to perform the task. 


Shall the physician’s preliminary interview be 
calculated to: 


(1) Emphasize the gravity of the step the patient is 
about to take?- 


(2) Determine whether the idea was that of the 
patient or whether someone called on her and sold her 
the idea—much as someone might sell a vacuum cleaner 
or other commodity? 


NOVEMBER- DECEMBER, 1943 


(3) Make it clear to the patient that she will probably 
never be able to bear children again even though she 
may lose those she has through illness or accident? 


(4) Make it clear to the patient that there are slips 
in technic and that, as a general rule, the physician is 
not in a position to guarantee that a subsequent preg- 
nancy may not occur? 


(5) Ascertain whether the patient has properly evalu- 
ated other birth control measures before considering 
sterilization? 

Or shall the physician avoid all discussion and 
merely assure the patient that she will soon be 
sterilized and will not have to worry any more 
about becoming pregnant ? 


Most patients would react, and finally decide, in 
accordance with the approach made by the physi- 
cian during the interview. It is surely better to 
get this settled beforehand than to have patients 
change their minds or decide hastily at the last 
minute before operation. 


Shall we believe that the economic status of a 
family is necessarily fixed? Shall we dismiss as 
merely unlikely the possibility that death in some 
form may strike a family after a sterilization 
operation has been performed on a man or his 
wife? Can we truthfully say that the operation of 
sexual sterilization never has any untoward effects 
on the psychology of the person who has been 
operated on? 


Let us accord sterilization its proper place. Let 
us remember its importance in prolonging a moth- 
er’s life in those individuals where pregnancy 
would mean a burden which her frail body could 
not endure. If multiparity alone be the indication 
let it be truly a sufficient number of children. It is 
hard to set exact figures. 


It would seem that the operation of sexual ster- 
ilization should never be performed in an office or 
in a hospital without a proper, signed consultation, 
after careful weighing of all the facts. Is it not 
as important as to secure a consultant’s signature 
prior to a curettement? It would seem equally 
proper for the surgeon to consult with the ob- 
stetrician as to whether the sterilization is properly 
indicated, before performing a vasectomy. 


The foregoing paragraphs do not constitute a 
scientific paper which conforms to “the routine 
formula of such an article, with numerous ab- 
stracts, quotations and references, but it is hoped 
that it may serve its purpose in making us more 
acutely aware of what we owe our patients when 
they come to us for guidance in these matters. 


The Clinic, 881 Hotel St. 


Multilocular Pseudomucinous 


Cystadenoma of the Pancreas 


REPORT OF A CASE SUCCESSFULLY EXTIRPATED WITH DISCUSSION OF ITS SURGICAL TREATMENT 
SHOYEI YAMAUCHI, M.D. 


Honolulu 


Cystadenoma of the pancreas is sufficiently rare 
to warrant reports of individual cases. Its surgical 
treatment has not as yet been standardized and 
consequently many erroneously treated cases are 
recorded in the surgical literature. The latter have 
been reviewed and analyzed to obtain definite in- 
formation on what should or should not be done 
in the treatment of this condition. 


REPORT OF CASE 


History: Mrs. S. M., a Japanese housewife, aged 43 
years, was first seen in October 1938 with a large mass in 
the upper abdomen. A native of Japan, she had lived in 
Hawaii for 34 years, enjoying good health. There was no 
history of upper abdominal trauma. On August 18, 1938, 
the writer removed from the right breast of her daughter, 
who was then 24 years old, an intracanalicular fibroade- 
noma. Otherwise her family history is of no interest, her 
two sisters, a brother, and her four remaining offspring 
being alive and well. 


Two months before I saw the patient, she experienced 
a vague upper abdominal discomfort whereupon she dis- 
covered a large mass in this region. She stated that her 
appetite was good, bowel movements were regular and, 
except for urinary frequency of four years’ duration, she 
had been well. 


Examination:  well-nourished, plump, middle-aged 
female, rather dark, with an icteric sclerae. There was a 
diffuse, harsh, systolic murmur over the precordium and 
her blood pressure was 160/90. The upper abdomen was 
full and the presence of a large mass here was suggested 
by a protuberance in the left hypochondrium. A round 
mass, very firm, almost stony hard, was palpable just lat- 
eral to the midline, extending into the left renal fossa. It 
was not tender. The pulsation of the underlying aorta was 
transmitted through it. Fixed deep, it had limited move- 
ment from side to side but not up or down. Except for 
moderate-sized cystocele and rectocele, the pelvic organs 
were normal. 


X-ray studies on Oct. 19, 1938, showed the presence of a 
spheroidal mass in the left hypochondrium. The lower 
margin was clearly defined. It formed an arc from the tip 
of the eleventh rib downward to the level of the upper 
margin of the fourth lumbar vertebra and swept upwards 
and medially towards the base of the transverse process of 
the third lumbar vertebra where it was lost in the shadows 
of the vertebral bodies. The splenic flexure and the left 
side of the transverse colon were compressed laterally and 
downward. Medially the greater curvature of the stomach 
was compressed almost to the right lateral margin of the 
vertebral bodies. In a left lateral position the pyloric end 
of the stomach and the first portion of the duodenum were 
displaced forward. In a plain “KUB” plate the mass 
seemed superimposed over the left kidney and the spleen. 
Intravenous stereopyelograms showed the mass definitely 
anterior to the left kidney which appeared normal except 
for a slight enlargement. The psoas outlines in all these 
plates were clearly defined and there were six lumbar 
vertebrae. 


Laboratory studies showed normal blood picture and 
urine. Blood sugar was normal and Wassermann was neg- 
ative. Icterus index was elevated. 


Marsupialization: With a provisional diagnosis of pan- 
creatic cyst, the first operation was performed in October, 
1938. Enormously dilated and distended pulsating, sausage- 
shaped tortuous blood vessels, about the gastrocolic omen- 
tum, presented a spectacular picture. A large bluish 
unilocular cyst about seven inches in diameter was seen 
displacing the stomach upward and to the right, and the 
colon and transverse colon downwards. It was fixed to the 
tissues below by a very wide base. The serosal surface 
was smooth without any adhesions. It contained a clear 
thick gelatinous material with a small amount of sulfur 
yellow granules at the bottom. The viscosity made this 
difficult to suck out. The wall seemed to be of fairly 
uniform thickness and no irregularities or growths could 
be made out by the palpating finger. A portion of the cyst 
wall was removed, the serosal edge sutured to the peri- 
toneum, and the wound closed around the cyst opening. 


The patient had an uneventful convalescence. The jaun- 
dice, which had intensified for the first three or four days, 
cleared completely in a week. At first the drainage was 
mixed with blood but for a month and a half there was 
mucilaginous discharge which gradually diminished in 
amount. Beginning on the ninth day postoperatively, a 1 
per cent silver nitrate solution was instilled into the cyst 
cavity until on November 17, 1938, when only a small 
inverted cone-shaped fistulous tract, about 2% inches long, 
running upward, backward and slightly to the left to a 
point 214 cm. to the left of the upper margin of the second 
lumbar vertebra, was seen in a roentgenogram. The solu- 
tion was injected at bi-weekly intervals for approximately 
two additional months until all drainage ceased and the 
drainage tube completely pushed out into the wound. 


The cyst wall was about 3-4 mm. in thickness and lined 
by cuboidal and low columnar epithelium in places show- 
ing tendency to form epithelial tufts of higher columnar 
cells. The pathologist’s diagnosis was adenocystoma of 
the pancreas. 


Recurrence of Cyst: The patient was warned that such 
cysts frequently recur and that she should report for obser- 
vation every three to six months. She gained weight and 
remained well without signs of recurrence until Novem- 
ber 14, 1939, when firmness just above the drainage scar 
was noted. She was then asymptomatic. On June 23, 
1940, a mass about the size of a lemon was noted just 
above and lateral to the drainage scar. It was spheroidal 
and fixed but not tender. On October 20, 1940, the mass 
had grown so that it extended an inch on either side of 
the drainage scar. On June 6, 1941, she returned with a 
larger cyst. It was still asymptomatic and not tender; 
blood pressure was 175/80. On December 2, 1941, the 
patient was re-admitted to the hospital. 


The patient stated that since August, 1941, she has suf- 
fered digestive disturbances, at first vague, and gradually 
taking the nature of colic. For several weeks she had had 
epigastric pain, fullness and discomfort especially after 
meals and had to take soft food in small amounts; she was 
gradually turning yellow and had lost about 15 pounds. 
Examination revealed an early icterus especially notice- 
able around the conjunctiva and evidences of weight loss. 
Blood pressure was 160/90 and there was a systolic mur- 
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mur over the precordium. There was a large, fixed, very 
firm mass occupying the entire mid-epigastrium extending 
laterally for a distance of about two inches on either side 
of the operative scar lost above in the subcostal region 
and palpable about a finger’s breadth below the umbilicus. 
It transmitted the impulse of the underlying aorta. No 
x-ray studies were done since the diagnosis was evitlent. 


Laboratory studies showed no evidence of diabetes— 
urine negative for sugar and blood sugar 105 mgm. per 
100 cc. of blood. The icterus index was 6.8. Van den 
Bergh direct reaction negative and indirect reaction 0.4. 
Non protein nitrogen and creatinine levels were normal. 
Stool contained bile. 


Excision of Cyst: Avertin supplemented with gas, O2 
and ether. After excising the old scar, the adhesions were 
freed with much difficulty because of their densely fibrous 
and unyielding nature, taking approximately two hours to 
mobilize the cyst. The tumor was irregular in shape con- 
sisting of a large hard cyst to the right and softer smaller 
daughter cysts medially and to the left. The former was 
very tense and firm, almost of stony hardness. There was 
a very dense scar tissue running upward and toward the 
left posterior part of the cyst where it blended into the 
cyst wall between the large cyst and four or five small 
cysts—probably the remains of the original cyst. There 
was a large vein about 1 cm. in diameter running from left 
to right directly over the cyst. A tongue of yellow pan- 
creatic tissue about two inches long was:firmly adherent 
to the right lower wall of the cyst. The left margin of the 
cyst was also firmly united to the cyst wall—particularly 
from one to five o’clock. The transverse mesocolon had 
thinned to such an extent, especially toward the midline 
that a large opening was created when it was finally freec 
from the cyst. The entire posterior wall of the cyst and 
about an inch all around anteriorly was densely adherent 
to the pancreas, vessels and other structures lying pos- 
teriorly, making dissection difficult. Three or four cysts 
were emptied to reduce the size of the mass to make dis- 
section less hazardous. Where the cyst wall was suffi- 
ciently thick to permit subserous dissection, this was done. 
This was particularly helpful in freeing the large cyst 
from the pancreatic tissue. Vessels were transfixed and 
ligated before division. Adhesions were doubly ligated 
using small blunt aneurysm needles which were exten- 
sively used throughout the operation. Sharp needles for 
transfixing were used only where the aneurysm needles 
could not be used, particularly when the vessels ligated 
were too firmly adherent to the cyst wall. Bleeding of the 
pancreatic tissue, particularly at the left upper margin 
(continuous oozing in nature) was controlled easily by 
packing gauze into the fissured area and applying gentle 
pressure. Profuse bleeding was encountered twice, once 
when the artery going to the lower border of the pancreas 
was torn by a transfixing suture needle at the lower left 
side of the cyst and again when attempt was made to free 
the transverse mesocolon from the lower right margin of 
the cyst. In both instances bleeding was controlled by 
compressing the bleeder with the fingers. and then, after 
packing with gauze and clearing the field of blood, apply- 
ing ligatures. The, remainder of the dissection was not 
difficult. Traction on the partially collapsed cyst facili- 
tated the dissection. When the cyst was finally removea 
there remained a large raw area three to four inches in 
diameter. Pancreatic tissue could not be palpated in this 
area but the tail portion was palpable higher up and to 
the left. The splenic artery was accidentally punctured 
and had to be ligated. 


The defect in the transverse mesocolon was closed and 
a cigarette drain inserted down to the raw area through 
the gastrocolic omentum which was sewed around the 
drain. The abdominal wall was closed around the drain 


in layers reinforced by the use of silver wire retention 
Transfusion of 500 cc. of citrated blood was 


sutures. 


NovEMBER-DECEMBER, 1943 


repeated twice during the operation and the patient was 
returned to her room in fair condition. Blood pressure 
102/68, pulse 120 and respiration 25. 


The postoperative course was comparatively uneventful. 
Except for the elevation of temperature to 102° and pulse 
to 130 for the first three days, the patient was comfortable. 
The drainage was blood-tinged for the first twenty-four 
hours. On the third day the dressing was dry but a small 
amount of mucoid material was seen around the drain. 
Dressings were changed daily to observe the nature of 
drainage. The drainage which had become moderately 
profuse and purulent from the fifth to the eighth days, 
gradually decreased in amount and by the end of ten days 
had almost dried except for a small amount of gelatinous 
sticky material:around the drain. By the end of two weeks 
the cigarette drain was replaced with two small Dakins 
tubes and all black silk sutures and silver wire retention 
sutures were removed. With a small rubber tube in the 
wound about 2% inches deep, still draining a small amount 
of the thick mucoid material, she was discharged on 
December 26, 1941. In three weeks the fistula completely 
closed. When last seen in January 1943, she was well 
asymptomatic and without sign of recurrence. 


PatFotocic REporT 


Gross Description: Nodular, cystic mass 9% x 7.4 cm. 
It is a multilocular cyst with a smooth, glistening lining. 
Much of the contents was lost and replaced by cotton for 
fixation purposes, however, some of the cysts were still 
intact and filled with clear gelatinous material. 


Microscopic Diagnosis: Sections from different portions 
of cyst wall show varying degrees of fibrosis. The wall is 
very vascular in places containing many venules. In many 
places the lining cells have disappeared and have been 
replaced by chronic fibrous granulation tissue showing 
perivascular chronic inflammatory infiltration. The lining 
— mainly of single layer of cuboidal to low columnar 
cells. 


Diagnosis: Multilocular pseudomucinous cystadenoma 
of pancreas. 


DISCUSSION 


Pancreatic cystadenomas are rarely encountered, 
occurring only in 58 of about 740 cysts of pan- 
creas thus far recorded, an incidence of about 
12.5%, approximately once in 16,000 necropsies 
and once in 64,000 hospital admissions. 


Of the 58 cases ot cystadenoma of pancreas, 29 
were reported as benign, 5 borderline, and 24 
definitely malignant—an incidence of malignancy 
approaching 50% when the borderline cases are 
placed in the latter category, as should be done 
when considering surgical intervention. In 5 in- 
stances the malignancy ensued in an apparently 
benign cystadenoma treated by marsupialization 
from a few months to several years previously. 


Sound surgical judgment does not permit one to 
leave unablated such lesions, yet reference to an 
accompanying table shows that of the 48 cases 
surgically treated, only 28 were completely re- 
moved—22 cystadenomas, 3 cystadenocarcinomas 
and 3 borderline cases. Drainage, with or without 
partial excision, was done in 16 instances—5 be- 
nign cystadenomas, 1 borderline lesion, and 10 
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cystadenocarcinomas, in spite of the fact that in 
11 instances, 5 each of benign and malignant and 
one borderline, one or more drainages had already 
been performed. Apparently about one-fifth of 
originally benign cystadenomas ended in malig- 
nant degeneration and about 42 per cent subjected 
to more than one drainage, at the end of which 
permanent cure still was doubtful since none of 
the cases were carefully followed up beyond more 
than one or two years, when recurrence, whether 
benign or malignant, usually becomes apparent. 


TOTAL No 
Chae OPERATION AUTOPSY copp 
Excision Drainage A & B 

Cystadenoma .... 29 22 5 0 0 2 
Cystadeno- 

carcinoma .... 24 3 10 5 6 2 

Borderline ........ 5 3 1 0 0 0 

TORE ccamncann 58 28 16 5 6 4 


Extirpation was generally done when the growth 
was small, when it had a narrow pedicle, or when 
the base was arising from the tail. In a few 
instances large growths with broad bases were dis- 
sected out without much difficulty once the cleav- 
age plain between the cyst wall and the pancreas 
was located. In a similar number of cases the 
tumor was removed after much difficulty, requir- 
ing the ligation of large vessels and dissection of 
dense fibrous adhesions. In two or three instances 
part of the cyst wall was left with the pancreas, 
after a subserous dissection of the cyst wall. In 
three, partial resection of the pancreas was done, 
two tail (Judd, Whipple) and one body (Finney). 
In three instances a large defect of the pancreatic 
substance was noted after removal of the cyst. In 
two of these, the head and tail were sutured. (Fin- 
ney, Welch) and in one no such attempt was made 
(the writer’s). Jane dissected an orange-sized 
growth down to the pedicle but divided the latter 
rather than ablating it for fear of injuring the 
pancreatic duct, only to drain a recurrent cyst a 
year later. A few surgeons attempted dissection 
but satisfied themselves with partial excision and 
drainage when difficulty was encountered only, to 
encounter subsequently carcinomatous degenera- 
tion (1/5 of the malignant cases). In the great 
majority of the 16 cases which were treated by 
drainage, the surgeons did not attempt removal 
because they were satisfied with marsupialization 
and accepted this method by choice in the treat- 
ment of adenomatous pancreatic cysts. In the 
writer’s case the extirpation was done after mar- 
supialization and cauterization with silver nitrate 
solution four years previously which made the 
dissection during the extirpation extremely diff- 
cult. The adhesions were dense and unyielding. 
The recurrent growth occupied the head and the 
body. If the extirpation had been done at the first 
operation, the dissection would have been less 
tedious and difficult. 


YAMAUCHI 


Cystadenomatous growths, however large, either 
situated at the tail of the pancreas or having a 
narrow slender pedicle, or those still small—the 
size of a lemon or smaller—have usually been 
extirpated. Growths occupying the body or the 
head with broad bases have been considered by 
many surgeons irremovable. No doubt many of 
this latter class could have heen extirpated though 
with difficulty and definite risk to life. The hazard 
seems, however, less real than actual. Compara- 
tively few have died after extirpation, while many 
treated by drainage have undergone the risk of 
repeated surgery only to die of malignancy some- 
time later. Long duration and high mobility def- 
initely favor extirpation rather than marsupializa- 
tion. If this cannot be done in one stage, which 
is rare because these patients are usually a good 
risk to begin with or can be well prepared before 
the operation, then the growth should probably be 
removed ten to fourteen days after an initial 
drainage. This period is sufficiently long to build 
up a poor patient. Sufficient time should not be 
permitted to elapse for the growth to recur or 
dense adhesions to form. 


Preferably at the time of operation, a frozen 
section of the wall of the cyst as close to the base 
as possible should be made to definitely clinch the 
diagnosis of cystadenoma of pancreas. If the 
growth is multilocular this may not be necessary, 
since such a cyst cannot be treated satisfactorily 
except by total extirpation ; besides, such a cyst is 
almost always a cystadenoma. When it is largely 
a unilocular growth, however, the diagnosis may be 
difficult, especially if the contents tend to be more 
fluid than gelatinous, the usual nature of the con- 
tent of a cystadenoma. Cases have been recorded 
in which the cyst was unilocular and contained a 
serous fluid but recurrence later showed either 
cystadenoma (Cullen) or a cystadenocarcinoma 
(Whipple) with a typical gelatinous content. Even 
multilocular cysts have been known to have no 
epithelial lining but had more sections been made 
especially from the more active part to the cyst— 
the base—epithelium probably would have been 
found. In the writer’s case at the time of mar- 
supialization the cyst was considered unilocular 
with a fairly thick base, probably pancreas. Sub- 
sequently following extirpation no pancreatic tis- 
sue remained. It seems therefore that more cysts 
probably were present at the base from the begin- 
ning. In reviewing other cases considered unilocu- 
lar at the tingg when marsupialization was done, 
no particular mention of this fact is made. Full- 
ness still remaining after complete closure of the 
fistulous tract indicates that in the thickened base 
smaller daughter cysts existed from which others 
subsequently developed. 


Adenomatous cysts of pancreas are usually 
stony-hard since the pseudomucin is generally so 
tensely held in tight compartments with densely 


69 


Hawaltt MEpicatr, JOURNAL 


Paacreatic Cyst. Pseudomucin is shown in a tocute at th 


hase. 


fibrous unyielding walls, hence the large cysts are 
frequently devoid of epithelium. As shown in the 
photomicrographs small cysts usually contain the 
more active columnar epithelial cells with basal 
nucleus and in these pseudomucin is found in a 
purer state. Seven of the outright cystadencar- 
cinomas were described as “papillary” and two 
borderline cases as such—a fact of importance at 
the operating table in determining the question of 
malignancy. 


In the actual operative technique the writer has 
found the liberal use of a small ligature carrier 
and transfixion sutures rather than the free use 
of clamps useful in preventing hemorrhage. When- 
ever necessary several surfaces of the cyst wall 
can be peeled off by sharp dissections and left on 
the pancreatic tissue rather than the vice versa. 
Should this be difficult, incision can be made into 
the pancreatic tissues, bleeding from which can be 
easily controlled by carefully placed transfixion 
sutures. Fear of subsequent acute pancreatitis or 
pancreatic necrosis should not deter one from re- 
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Fic. 2—-Photomicrograph of epithelial lining of the wall of a smal: 
locule near the base of a pancreatic cyst. 


moving such neoplasms, for these hazards are less 
real than actual, when the enucleation is carefully 
done. Transfusions of citrated blood can be given 
up to 1 or 2 liters when necessary and even if 
massive bleedings occur two or three times during 
the operation the surgeon need not fear shock from 
hemorrhage. 


CONCLUSIONS 


A pseudomucinous cystadenoma of pancreas 
recurring within four years after marsupializa- 
tion, successfully treated by total extirpation is 
described. 

Fifty-eight instances of pancreatic cystade- 
nomas, benign and malignant, recorded or re- 
ferred to in the literature are reviewed. 
Incidence of malignancy in these tumors ap- 
proaches 50 per cent. 

Nothing short of complete extirpation is a 
satisfactory surgical procedure unless there is 
too much risk to life. In the latter instance a 
two-stage operation is indicated. 


5 N. Vineyard St. 
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Heart Disease in Hawaii 


REVIEW oF 160 Consecutive Carprac Cases SEEN IN A GENERAL MEpICAL CLINIC 


IN HONOLULU 


ALFRED S. HARTWELL, M.D. 


and 


JosepH W. Lam, M.D. 


Honolulu 


The Palama Settlement Medical Clinic is a gen- 
eral medical out-patient clinic through which pa- 
tients of all ages and both sexes pass. Although 
of the economically indigent, they nevertheless rep- 
resent a cross section of the racial population of 
the City of Honolulu and the Territory of Hawaii. 
Because of our interest in cardiac diseases a car- 
diac clinic was started in June, 1942, and this re- 
port deals with its first twelve months. It is felt 
that cardiac disease, like other diseases, may differ 
in various parts of the world and that a report 
from Hawaii might therefore be of interest. The 
population of Honolulu is extremely varied and 
the patients represent many racial groups. The 
climate is sub-tropical, comparing somewhat with 
southern states as regards year-round temperature. 


METHOD OF INVESTIGATION 


The cardiac clinic is managed as follows: The 
patients are seen in a separate room. A history is 
obtained, through an interpreter, if necessary. 
Birth history and early life are inquired into, par- 
ticularly regarding cyanosis at birth or afterward ; 
nursing and early physical development are re- 
viewed ; and pertinent questions are asked regard- 
ing rheumatic fever, nosebleed, joint pains, chorea 
and vomiting spells. Symptoms related to cardiac 
disease, such as dyspnea or pain on exertion, 
cyanosis, cough, hemoptysis, or edema, are dis- 
cussed. A physical examination, including blood 
pressure determination, auscultation of the heart 
in both sitting and recumbent positions, and finally 
fluoroscopy, usually with a swallow of barium to 
determine deviation of the esophagus, is done. 
When needed, electrocardiograms are taken at the 
Queen's Hospital, and appropriate blood and urine 
studies are done at the clinic. A Wassermann is 
done on every patient. X-rays are ordered when 
needed. 


CasEs WitHout Heart DISEASE 


During the year, 160 cases were referred to the 
cardiac clinic. Sixty-five (40 per cent) of these 
were found not to have heart disease. In 14 of 
these, no murmurs could be heard. In the remain- 


ing 51, the hearts appeared to be normal, with 
so-called “functional” (or perhaps better “physio- 
logical”) murmurs. These were always systolic in 
time, usually in the apical or pulmonic area, and 
always varied considerably with change in position 
and respiration. These patients usually had no 
cardiac symptoms .(except occasionally palpitation 
or tachycardia on exertion) and their hearts were 
of normal size and shape fluoroscopically. The 
location of these murmurs is shown in Table I. 


TABLE I 


Functional Murmurs 
(All systolic) 


Apical ...... 
Pulmonary... 
Apical and pulmonary 
Apical and aortic 


Two of these cases had definite histories of 
rheumatic fever, but their hearts were normal in 
size and shape and apparently their hearts had not 
been damaged. The importance of this group is 
great. It is just as important to rule out heart 
clisease as to diagnose it. The psychological bur- 
den of suspected heart disease has been well em- 
phasized by others.! 


RuEuMATIC HEART DISEASE 


Of particular interest to us were the 28 cases of 
rheumatic heart disease. In years past it has been 
doubted by some that rheumatic fever occurs in 
Honolulu. However, recently acute rheumatic 
fever has been reported.” For this reason we in- 
quired particularly into the childhood history of 
our patients. Also we determined whether or not 
they were born and had lived all their lives here. 
All but 4 of the 28 cases, or 86 per cent, were born 
in the Territory of Hawaii. 


There was enlargement of the heart in all cases. 
Twenty-one of them presented undoubted evidence 
of mitral stenosis, with snapping first sound, late 
rumbling apical diastolic murmur and left auricu- 
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lar enlargement as shown by esophageal displace- systolic apical murmurs and cardiac enlargement. 
ment in the right anterior oblique view.* Three In 5 patients the aortic valve was involved, either 
patients had mitral regurgitation alone, with loud alone or with mitral disease as well (Table II). 


II 
Rheumatic Hearts 


AGE BIRTHPLACE 


MURMURS DIAGNOSIS HISTORY 


F T.H. 2 Apical, systolic and diastolic MR&S French Canadian, Port., Polisb Suggestive 
F 9 T.H. Apical, systolic and diastolic MR&S Filipino Suggestive 
F 11 T.H. Apical, systolic and diastolic MR&S Porto Rican Suggestive 
F 12 T.H. Apical, systolic MR Hawaiian-Caucasian None 

M 14 T.H. Apical, systolic and diastolic MR&S Japanese Suggestive 
F 14 T.H. Apical, systolic and diastolic MR&S Japanese None 

M 14 T.H. Apical, systolic and diastolic AS & Reg. Hawaiian-Caucasian Suggestive 
F 15 T.H. Apical, systolic and diastolic MR&S Filipino Definite 
M 15 Fe. Apical, systolic and diastolic, MR&S Hawaiian-Japanese Definite 


aortic diastolic AR 
MR 
16 T.H. Apical, systolic and diastolic MR&S Japanese None 


F 16 T.H. Apical, systolic and diastolic, ; MR&S Filipino None 
aortic diastolic AR 


T.H. 


Apical, systolic Chinese Suggestive 


T.H. 


Apical, systolic and diastolic MR&S Porto Rican Definite 


Apical, systolic and diastolic MR&S Filipino Definite 


M 20 T.H. Apical, systolic and diastolic, MR&S Hawaiian-Samoan Suggestive 
aortic diastolic AR 


22 T.H. Apical, systolic and diastolic MR&S Porto Rican Suggestive 
F 28 T.H. Apical, systolic and diastolic MR&S Hawaiian Definite 
T.H. 


Apical, systolic and diastolic MR&S Chinese-Hawaiian and German Suggestive 


AR 
T.H. MR&S 
33 T.H. Apical, systolic and diastolic MR&S Hawaiian None 
MR&S 
37 T.H. Apical, systolic and diastolic MR&S Hawaiian None 


Apical, systolic and diastolic Porto Rican Suggestive 


Apical, systolic and diastolic Filipino None 


Japan Apical, 


systolic and diastolic MR&S Japanese None 
M 44 T.H. Apical, systolic and diastolic MR&S Portuguese Suggestive 


F 45 T.H. Apical, systolic and diastolic MR&S Porto Rican and Irish Suggestive 
F 45 Japan Apical, systolic and diastolic, MR&S Japanese None 
aortic diastolic AR 


51 T.H. Apical, systolic and diastolic MR&S Porto Rican None 
MR&S 


Japan Apical, systolic and diastolic Japanese None 


One patient with mitral stenosis had an attack of rheumatic fever are unusual in the Territory, 
of paroxysmal tachycardia lasting twenty-four but that less severe attacks with resulting crip- 
hours. He rapidly went into congestive failure, pling valvular disease most certainly do occur. The 
but with hospitalization the paroxysm stopped and profession here would do well to recognize this 
he subsequently did well on a restricted regime. It and suspect rheumatic fever in any undiagnosed 
may be of interest to note that 16 of the patients fever in childhood. Appropriate studies, includ- 
gave a history suggestive of rheumatic fever inthe ing electrocardiography for evidence of auriculo- 


past: i.e., joint pains with swelling and fever, fre- ventricular block, may reveal the correct diagnosis. 
quent nosebleed or chorea. Two patients said they 


spent several weeks in bed due to “heart trouble” ConcenrraL Heart DISEASE 
when children. In only 5 of the 28 cases was there ; ; ; 
irrefutable history of severe recurrent joint pains. Sixteen patients had congenital defects of the 


[t is our impression that severe recurrent attacks cardiovascular system. As pointed out by many,‘ 
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Heart 


the correct diagnosis of congenital defects is often 
extremely difficult and at times it is impossible to 
be sure of all the lesions which may be present. 
Multiple defects which cannot be ascertained dur- 
ing life may occur. There are certain lesions, how- 
ever, which one may diagnose with comparative 
assurance. In the acyanotic group, interventricular 
septal defects, patent ductus arteriosus and coare- 
tation of the aorta can be diagnosed with con- 
siderable accuracy. 


Two of our patients were diagnosed as having 
interventricular septal defect; 5, patency of the 
ductus; and 1, a boy of ten, coarctation of the 
aorta. He had a blood pressure of 180/100 in the 
right arm, 180/120 in the left arm, absent dorsalis 
pedis and posterior tibial arterial pulse. palpable 
intercostal pulsations, and normal urine. Notch- 
ing of the under edge of the ribs was not apparent 
by x-ray but he is still quite young and this may 


Taste III 
Congenital Heart Disease 


MURMUR 


CYANOSIS REMARKS DIAGNOSIS 


Since birth Filipino Pulm. syst. 


None Filipino Pulm. syst. roaring 


Since birth _Filipino-Portuguese Pulm. syst. and diast. 


Since birth Japanese Pulm. syst., thrill 


Since birth Chinese Pulm. roaring, contin. 


Since birth _Filipino-Porto Rican Pulm. syst. thrill 


Since birth 


Autopsy performed. 
Case to be reported* 


Patent ductus arteriosus, 
aneur. pulm. art. 

L. vent. enlarged . duct. art. 

Conus prominent . duct. art. 

L. vent. enlarged . duct. art. 

L. vent. enlarged . duct. art. 


R. vent. enlarged—'flu 


Since birth 


Since birth 


Since birth 


Since birth 


Since birth 


Since birth 


Since birth 


Since birth 


F 12 Since birth 


Hawaiian-Japanese 
Caucasian 


Portuguese 


Spanish-Porto Rican 


Hawaiian 
Caucasian-Portuguese 
Filipino 


Chinese-Filipino 


Hawaiian-Chinese 


Japanese 


Pulm. and apical syst. 
Pulm. syst. with thrill 


Aortic, syst. and diast. 


Aortic syst. loud 


Aortic syst. 
4th L. interspace, roaring syst. 
3rd L. interspace, roaring syst. 


Pulm. syst., 4th L. intersp. syst. ¢ 


Pulm. syst., 3rd and 4th intersp. 
syst. 


Pulm. diast. 


Present 


R. vent. enlarged—'flu 
Conus prominent 


Absent dorsalis pedis; intercostal 
pulsations palpable 


Knob small; ECG—I. V. block 
Normal shape 
Normal shape 


R. vent. enlarged. ECG—R. axis 


deviation 


Vents. enlarged; aorta to right 


R. vent. enlarged 


Aort. sten. 
I. V. septal defect 
1. V. septal defect 


Tetralogy of Fallot 


Tetralogy of Fallot 


Tetralogy of Fallot 


* Am. Heart J, 26:692 (Nov.) 1943. 


appear later. Three patients had a loud pulmonary 
systolic murmur which most likely represented 
pulmonary stenosis, but may be functional. The 
murmur was accompanied by a thrill in each case. 
The hearts of these 3 cases were not enlarged. 
Two patients, aged 5 and 6, had aortic stenosis. 
They had had “heart trouble” since birth. One of 
these patients, the 5 year old girl, had the loudest 
systolic murmur we had ever heard. It was trans- 
mitted along the peripheral vessels as far as the 
wrist. Her blood pressure was 90/70 and she 
showed an enlarged left ventricle by fluoroscopy 
and roentgenogram. 


Three of the congenital cases have been cyanotic 
since birth. Each of these has Tetralogy of [allot 
(interventricular septal defect, pulmonary stenosis, 
hypertrophy of right ventricle and dextraposition 
of the aorta), so far as we can determine. This is 


not surprising, since it is true of at least 75 per 
cent of cyanotic congenital cardiacs who survive 
beyond the first few weeks of life (Table II). 


MISCELLANEOUS CASES 


The remaining 51 patients, mostly elderly, were 
diagnosed as follows: hypertensive heart disease, 
10; arteriosclerotic coronary heart disease, 23; 
hypertension and arteriosclerotic heart disease, 8; 


syphilitic aortitis, 6; aortic aneurysm, 2; thyro- 
cardiacs, 2. The fluoroscopic cardiovascular sha- 
dow was abnormal in all cases but 9. Three pa- 
tients were not fluoroscoped. Three patients with 
hypertension and three with arteriosclerotic heart 
(lisease had normal hearts fluoroscopi¢ally. The 
other cases presented definite abnormalities, either 
cardiac enlargement or a tortuous aorta. Of the 
2 cases of aneurysm of the aorta, one had a posi- 
tive Wassermann. 
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None 
F None Pulm. sten. 
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F None L. vent. large. ECG—marked L. Aort. sten. 
axis deviation 
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TABLE 
Remaining Cardiac Cases 


Biypertemsive Renrt 


Arteriosclerotic heart disease 


Hypertensive and arteriosclerotic heart disease... 8 
Aortic aneurysm : 2 


Thyrocardiacs 


doth thyrocardiacs had been observed more than 
eight vears. One patient had a thyroidectomy 
shortly after the heart clinic was started. Since 
then her heart has returned to normal size and her 
pulse has changed from a previous auricular fibril- 
lation at a rate of 120 (despite large doses of 
digitalis in the past) to a regular rhythm of 78. 
The other thyrocardiac, a 40 year old Chinese 
woman, persistently refused surgical treatment. It 
is of some interest that only one patient, a Filipino, 
44, gave a history consistent with a diagnosis of 
angina pectoris. Three patients came in with ob- 
vious congestive failure. One Japanese man aged 
60, with hypertensive and arteriosclerotic heart 
disease, came in with edema, enlarged liver and 
moist rales at both bases. Under digitalis, rest at 
home and weekly mercupurin intravenously, he 
lost 41 pounds in a month. A similar case lost 28 
pounds in one week. It is felt that frequent 
follow-up of these cardiac cases, to be sure they 
are maintaining adequate digitalization, and not 
gaining weight, is of definite benefit to them. 


CONCLUSIONS 


In conclusion we should like to emphasize that 
the proper evaluation of cardiac patients depends 
upon a careful history of events, starting at birth, 
physical examination with auscultation of the heart 
in various body positions and phases of respira- 
tion, and x-ray and fluoroscopy with, at times, 
electrocardiographic help. Some cases, particularly 
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congenital lesions, are extremely difficult to diag- 
nose with certainty. We feel that the number of 
rheumatic heart cases is worthy of mention—17.5 
per cent of our patients had definite rheumatic 
valvular disease. 


The two points we wish to stress as a result of 
this study are: 


1. Cardiac patients will be diagnosed more ac- 
curately and can best be treated if handled in a 
separate special clinic. 

2. Although this series of 160 patients is as yet 
too small to compare with similar series on the 
mainland, nevertheless it is obvious that, even here 
in the Paradise of the Paradise, rheumatic fever 
takes its toll of crippling heart disease. 
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EDITORIALS 


WAS IT MURDER? 


Has it murder? That’s a reasonable question 
to ask in regard to violent or professionally un- 
attended deaths. The answer to it is not always 
easy, and unless the answerer is a properly trained 
specialist in criminologic pathology, it is not very 
likely to be correct. 


In Honolulu the man who answers that question 
officially is a layman, elected by popular vote to 
the office of Sheriff and Coroner ; he may delegate 
his authority to a subordinate, and that subordi- 
nate may be assisted in any case if he so desires 
by a practitioner of one of the healing arts. Alan 
R. Moritz, of the Department of Legal Medicine 
of the Harvard University Medical School, says? 
that “it is likely that murder can be committed with 
impunity in many communities of the United 
States if the murderer takes care not to leave 
external evidence of violence.” Honolulu is one 
of those communities! 


If anyone doubts this, let him look over the 
records. Let him consider the case of a body re- 
moved from a partially burned house here and 
“signed out” as dead from burning, until the 
undertaker some hours later called attention to the 
fact that the man’s skull had been shattered—not, 
presumably, by the fire! Let him consider the case 
of a young man found dead, his body unmarked 
except by innumerable decubitus suggesting pro- 
longed immobility preceding actual death, who was 
blithely “signed out” as “suicide due to taking 
amytal”. When the relatives pointed out that the 
police had found no empty container and no evi- 
dence of amytal or any other poison in the stom- 
ach, and that the diagnosis of suicide would void 
the man’s life insurance and prevent his burial in 
a Catholic cemetery, the death certificate was re- 
moved from the files and a new one, reading 
“death from unknown cause”, was inserted. 


‘Moritz, A. R.: The Medico-Legal Necropsy, Am. J. 
Clin. Path. 13: 123 (March) 1943. 


The way to prevent such mistakes is obvious ; it 
has been clearly shown through many years of 
experience in large mainland communities, New 
York City and Boston, for example, and even 
Chicago, that the ideal procedure is to vest the 
authority for deciding whether a violent or un- 
attended death is natural or due to suicide or homi- 
cide, not in a lay coroner assisted by any physician 
or even by any pathologist, but in a pathologist 
specially trained in forensic medicine and its allied 
subjects, toxicology, ballistics, chemistry, and so 
on. This man must be attached, not to the office 
of some political appointee or elected coroner, but 
to the Police Department ; he must be free, need- 
less to say, of all possible sources of political pres- 
sure; and his must be a life tenure during good 
behavior. 


The purpose of having such a highly trained 
man for such a position, according to Moritz, is 
threefold. It is necessary (1) “in order that mur- 
der shall not escape recognition; (2) in order to 
protect innocent persons against unjust accusa- 
tions; and (3) in order that evidence pertaining 
to the identity of the victim, the identity of the 
criminal, and the time, place and circumstances of 
death shall be obtained.” It seems needless to point 
out that no ordinary physician can possibly be 
competent to perform this type of work; indeed, 
no general pathologist, however well trained and 
capable, is fitted to undertake it. It requires a man 
thoroughly grounded in pathology and additionally 
trained in criminology, with experience, under 


suitable tutelage, in performing medicolegal 
autopsies. 


Honolulu averages in the neighborhood of one 
violent or unattended death a day. The decision 
“was it murder?” must be made in every one of 
these. It is being made, as things now stand, by 
people who are not properly trained for the task. 
In the case of unattended, not obviously violent 
deaths, moreover, they are working under the 
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handicap of not even being able to perform an 
autopsy without obtaining the relatives’ permission 
for it. 


What is needed is a law requiring (1) that death 
certificates in all unattended or violent deaths be 
signed by a Medical Examiner who is (2) an ade- 
quately trained specialist in forensic pathology 
and who has (3) a life tenure in office, during 
good behavior. Nothing less than this will do. The 
Police Department wants it; the Hawaii Terri- 
torial Medical Association and the Honolulu 
County Medical Society want it; the Public Prose- 
cutor and Coroner approve of it; and the commu- 
nity cannot help but profit materially by it. Let’s 
see that it comes to pass! 


POST WAR PLANNING 


That a Holdover Legislative Committee has 
finally become a reality is unquestionably a for- 
ward step in public affairs, and the activity so far 
demonstrated by that committee gives promise of 
constructive legislation in the next session. 

This Holdover Committee has taken as one of 
its earnest duties consideration of a program for 
post-war planning, aiming to develop, in order of 
their urgency, public works and projects analysed 
by representatives of all walks of community life 
whom they have called in as co-planners—plan- 
ning to use accumulated public surpluses and as- 
suring to labor a controlled but continuous flow of 
purposeful work when the pressure of war work 
is lessened or no longer exists. 


With the building of government buildings, pub- 
lic utilities, roads, schools, playgrounds, etc., the 
problem of hospital facilities should be definitely 
added and it should not come at the bottom of the 
list. 

Members of the Legislature, and the public, 
know little of the doctors’ and the hospitals’ daily 
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struggle with a capacity load of patients, of trying 
to find a bed for an acute case whose life may be 
in the balance. For over two years the doctors 
have been making themselves heard upon the short- 
age of hospital beds, particularly for maternity 
cases, but even they are not generally aware of the 
deplorable shortage of beds for the tuberculous, 
insane and feeble-minded patients. 


The Chamber of Commerce Public Health 
Committee has undertaken a survey of the hospital 
bed situation, but this survey is limited to Honolulu 
only and to gencral beds, exclusive of tuberculosis, 
mental, etc. When this is completed, it will still 
be only a part of the picture. 


The Holdover Committee as well as other offi- 
cials and official agencies, have from time to time 
received requests for aid to provide more beds, 
but the requests are isolated, one pointing out the 
need for the tuberculous patient, another for the 
feeble-minded, yet another for maternity. It is 
time that someone or somebody with the power 
and/or the money would take a view of the whole 
picture, and that a master plan for hospitals be 
drawn up just as.master plans for civic buildings 
and street layouts are being considered. 


The Hawarr Mepicat Journat has undertaken 
to present the separate facets of this picture. Start- 
ing with last July’s issue, it has outlined the gen- 
eral bed shortage and the tuberculosis situation. 
It has gathered its information from authentic 
sources and hopes to complete the picture in forth- 
coming issues. But the JouRNAL and the medical 
profession are helpless to do much more than point 
out the problem and lend support wherever it can 
be useful. The doctor’s time, especially these days, 
is more than taken up with the care of the sick, 
and he must leave to others the providing of facili- 
ties properly to house those who need institutional 
care. 


a 


REACTIONS FOLLOWING THE READMINIS- 
TRATION OF THE SULFONAMIDE DRUGS 
WITH A REPORT OF TWO CASES 


Much has been written on the toxicity of the 
sulfonamide drugs. Most of the literature to date 
concerns the toxic reactions that occur when the 
sulfonamide drugs are given to a patient for the 
first time. A few papers have been written on the 
reactions following their readministration, but as 
yet the exact nature of these is not understood. 


Some of the reactions following readministra- 
tion of the sulfonamide drugs are identical to those 
occurring after the initial therapy, but others are 
entirely different. The reactions may be severe, 
and if they occur in a patient who is not acutely ill 
they will make him so. Indeed, it is very dramatic 
to give a sulfonamide drug to a patient with some 
chronic infection that is not making him very sick 
and have him develop chills, a temperature of 102 
degrees, vomiting, abdominal pain, prostration and 
a generalized rash in three or four hours. A few 
cases of reactions like these will make one think 
twice before again administering the sulfonamide 
drugs. 


Most authors refer to the reactions following 
readministration as “acquired sensitivity” or “hy- 
persensitivity.” The exact nature of the reaction 
is not clear. Patch tests and passive transfer tests 
are generally reported as negative.’-? Shaffer 
et al,> however, report the passive transfer test 
positive in three cases. Eosinophilia is not the 
rule. Most always at least seven days are required 
after the initial therapy for symptoms to develop 
on readministration. Drug fever occurring during 
the initial course of therapy rarely develops before 
seven days also. Reactions have been reported to 
occur on readministration two years after the 
initial therapy.2 Some patients develop a sensi- 
tivity to only one sulfonamide and will not react 
on readministration of other sulfonamides, while 
other patients develop a sensitivity to all the sul- 
fonamides at once. 


If a patient becomes sensitive he cannot be de- 
sensitized by repeated small doses but will always 
react. Nelson observed six separate reactions on 
readministration of different sulfonamides to his 
patient over a period of seventy-six days. The 
administration of soda-bicarbonate in conjunction 
with the sulfonamides does not prevent reactions 
on readministration. The presence of sulfonamide 
crystals in the urine and kidney damage bear no 
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relation to the development of reactions on re- 
administration. 


- Lyons! gave 53 patients a second course of 
therapy and found that 36% developed a reaction 
on readministration. Seventeen of his patients 
were afebrile controls and the incidence of re- 
action in this group was 47%. According to Lyons 
the reactions usually occurred on the first day of 
the second course and were characterized by a 
sudden rise in temperature sometimes as high as 
106 F. There were profound prostration, weak- 
ness and exhaustion. Nausea, vomiting, delirium, 
stupor and conjunctivitis occasionally accompanied 
the febrile reactions. Lyons gave 10 patients who 
had a reaction on readministration a third course 
of therapy and 8 of these developed reactions. 


Shaffer et al? reported four cases of sensitivity 
that developed during the treatment of pyogenic 
dermatitis with sulfathiazole ointment. They stud- 
ied their cases extensively from an allergic stand- 
point and found that the patch test was negative 
but the passive transfer test was positive. The 
original sensitizing dose of sulfathiazole ointment 
usually did not cause a dermatitis or any symptoms 
but their patients reacted to readministration of 
sulfathiazole ointment locally or to oral therapy. 
They noted that the eruption did not present the 
usual picture of dermatitis venenata but tended 
to manifest itself as an exacerbation of the erup- 
tion for which the patient had been treated. Sub- 
sequent oral medication precipitated a dermatitis 
similar to the condition for which the patient was 
originally treated. It was worst at the sites where 
sulfathiazole ointment was applied locally. Their 
patients also developed a high teniperature, ab- 
dominal pain, prostration and conjunctivitis on 
readministration orally. They feel that pyogenic 
sensitivity, especially to the staphylococcus, plays a 
major role as an underlying factor in inducing 
sensitivity of this type. They suggest that sulfa- 
thiazole on readministration may cause the libera- 
tion of an excessive amount of bacterial toxins to 
which the patient is sensitive. 


Case Reports 


Case 1. Y. T., a thirteen year old girl who presented 
herself to Puunene Hospital Dispensary on 8/11/43 
complaining of pain in her left ear. Her temperature at 
this time was 99.6°. The ear drum and canal were dull 
and injected but there was no bulging of the drum. 
One per cent phenol in glycerine was instilled in her 
ear and she was given ephedrine nose drops and 2 
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grams of sulfathiazole daily for two days. She weighed 
80 pounds. The pain continued and the temperature 
remained 99.8° F. At the end of two days the ear drum 
was bulging and a myringotomy was done. Thick 
creamy pus was obtained. The temperature dropped to 
normai on 8/15/43 but on 8/16/43 had risen to 101.2° F. 
At this time a white blood count was 9,100 with 83% 
neutrophils, 14% lymphocytes and 3% monocytes. X- 
rays of the mastoids showed clouding of the left mastoid 
cells. The sulfathiazole was continued 2 grams daily 
until 8/23/43. The temperature gradually abated and 
was normal by 8/22/43. The purulent discharge from 
the ear had been profuse since myringotomy until 
8/21/43 when it ceased. The temperature then dropped 
normal and all medication was stopped. 


On 8/26/43 the profuse purulent discharge again 
appeared and for this reason sulfathiazole was again 
given. One gram was given at 10 A.M. and one gram at 
2 P.M. By 3 P.M. the patient complained of chills and 
headache. The temperature at this time was 102.4° F., 
which was the first time it had been above normal for 
four days. The patient vomited and complained of gen- 
eralized pains. She perspired profusely and refused to 
eat. The sulfathiazole was discontinued. The tempera- 
ture dropped to 100.8° F. by 10 P.M. and was normal 
again next day. The purulent discharge gradually les- 
sened and finally stopped. The patient was discharged 
on 9/4/43 free of symptoms and discharge from the ear, 
and has remained so. 


Case 2. C. S., a 17 year old girl who was first seen in 
the dispensary in February, 1942, with a laceration over 
the lower anterior portion of the right leg. This lacera- 
tion was sutured but became secondarily infected and 
had to heal by second intention. Sulfathiazole ointment, 
5%, was used locally to combat the infection. Healing 
did not take place. A chronic ulcer developed which 
became red and weepy. It measured,4 inches by 2 inches 
on 5/11/42. The patient had also developed a general- 
ized eczematous rash with severe itching. Areas behind 
the right ear and on the forearm were wet and oozing. 
The patient was admitted to the hospital on 5/11/42 and 
hot saline packs applied to the leg ulcer. X-ray treat- 
ments were given to the ulcer. The ulcer gradually 
improved and the patient was discharged on 5/23/42. 
The ulcer continued to heal and has not returned. 


The patient was well until 7/10/43 when she devel- 
oped an infection of her right great toe from an ingrown 
toe nail. It was necessary to remove the toe nail leaving 
a necrotic infected base. This was treated with sulfa- 
thiazole ointment, 5%, but healing did not take place. 
Finally, it was treated with sulfathiazole powder where- 
upon it became much worse. The entire toe was swollen 
and red. It was weepy and very painful. Sedation was 
necessary for sleep. At this time the possibility of a 
sensitivity to sulfathiazole was considered. On 7/30/43 
at the time that the toe was at its worst, the patient 
developed what appeared to be an infection about the 
outer canthus of the right eye. This was given local hot 
applications for 24 hours but became much worse. There 
was much swelling involving both eyelids and the cheek. 
The eye was closed by the swelling. It was decided to 
give a sulfa drug to the patient to prevent a possible 
spread of an infection into her blood stream. Realizing 
that the patient was probably sensitive to sulfathiazole, 
sulfadiazine, 1.0 gm., was given at 10 A.M. and 2 P.M. 
By 3:30 P.M. the patient had developed a generalized 
erythematous macular rash with severe itching and gen- 
eral malaise. The sulfadiazine was discontinued. It was 
necessary to give adrenalin, 5 minims, and codeine sul- 
phate, grains one half, at six to eight hour intervals for 
five days to control the severe itching and discomfort. 
The adrenalin was very effective. Torantil was given 
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with no apparent benefit. The temperature did not rise 
above normal and the swelling gradually subsided with 
ice compresses. The toe became more swollen and pain- 
ful but improved after one week. 


Summary 


In summary, Case 1 had an otitis media with 
some involvement of the mastoid cells. A myringo- 
tomy was done. She received a relatively small 
dose of sulfathiazole for twelve days with relief 
of her pain, temperature and purulent discharge. 
After three days the purulent discharge recurred 
and sulfathiazole was readministered. After in- 
gestion of 2 grams the patient had a fébrile re- 
action with vomiting and prostration. Discon- 
tinuance of the drug was followed by a return to 
normal of the temperature and a disappearance of 
other symptoms. 


Case 2 had an infected laceration which was 
treated with sulfathiazole ointment. A sensitivity 
to the sulfathiazole developed but was not recog- 
nized. This sensitivity was evident both in the 
chronic ulcer and in the generalized eczematous 
dermatitis. When therapy was changed to other 
non-specific measures recovery occurred. Seven- 
teen months later this patient again received sul- 
fathiazole ointment and powder in the local treat- 
ment of an infected toe. A local reaction occurred 
and sensitivity to sulfathiazole was suspected. She 
was then given sulfadiazine orally and immediately 
developed a generalized erythematous macular 
rash with severe itching. This itching was relieved 
only by adrenalin. 


Comment 


From the above two cases, as well as the many 
other cases referred to in the literature, it is evi- 
dent that more caution must be exercised in pre- 
scribing the sulfonamide drugs. They are probably 
our most valuable therapeutic agents and we 
should not abuse them. Now after several years 
of use a clear pattern of their actions and reactions 
is developing, and it is the duty of all those who 
prescribe them to know this pattern. A thorough 
knowledge of the potential toxicity of the sulfona- 
mide drugs during the initial course of therapy as 
well as in subsequent courses of therapy must be 
known and constantly kept in mind. The indica- 
tions for the administration of the sulfonamide 
drugs are known by all and there is hardly any 
excuse for the “hit or miss” type of therapy that 
was used during the early days of sulfonamide 
therapy. 


One must always bear in mind that drug re- 
action either in the initial course of therapy or on 
readministration may in itself markedly impair 
the patient’s general condition and may lead to 
clinically demonstrable inflammatory lesions simi- 
lar to the lesions found in infectious conditions.* 
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There may be leucocytosis and an increased sedi- 
mentation rate. Chills and fever are usually pres- 
ent within three or four hours after readministra- 
tion but may be delayed 12 to 24 hours. Whenever 
sulfonamide therapy does not lower the tempera- 
ture within three or four days, drug fever should 
be taken into consideration. Whenever the tem- 
perature rises after a transitory fall without an 
infectious complication or when fever persists 
without evident cause the drug should be stopped 
or replaced by another sulfonamide. 


After a diagnosis is, made it is important in 
sulfonamide therapy to give the proper dosage for 
the proper length of time if the therapy is to be 
etfective. Personally, I usually give slightly smaller 
doses than have been recommended in the litera- 
ture and seem to get good results. This is espe- 
cially so in chronic infections where therapy is to 
he continued longer than one week. In severe in- 
fections as pneumonia, meningitis and batteremia, 
however, it is necessary to give an initial large dose 
and then give maintenance doses at 4 to 6 hour 
intervals until the temperature has been normal for 
48 hours. If this is done it will not be necessary to 
readminister the sulfonamide drugs often and thus 
the incidence of reactions will be lowered. 


Recently I treated an adult patient for acute sore 
throat and with fever. The tonsils had a patchy 
white exudate on them and the pillars were very 
red. Direct smear and cultures were negative for 
diphtheria and streptococcus. I prescribed 1.0 
gram of sulfathiazole every 8 hours for 2 days, 
and an aspirin gargle. The patient was allowed to 
go home with the instruction that she was to return 
in two days, or in one day if worse. On the second 
day the patient’s son reported to me that his mother 
had been taken acutely ill in the evening of the day 
I had treated her for sore throat. She had been 
taken to the nearest hospital by ambulance as an 
emergency during black-out hours, but the doctors 
were unable to find out what was wrong with her. 
On admission she had a high temperature and 
acute abdominal pain with vomiting. For per- 
sonal reasons she would not tell the doctors that 
she had been treated that day by someone else. 
Later I saw the patient and she said the doctors 
had thought she had either renal or gall bladder 
colic but x-rays had failed to disclose any trouble. 
She had made a rapid recovery and had gone home 
after the studies were complete. She asked me 
what I thought might have been wrong with her. 
1 was able to tell her because six months previously 
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I had treated her for acute pyelitis with sulfa- 
thiazole. She had recovered from the pyelitis after 
five days’ treatment with sulfathiazole without any 
toxic symptoms. Obviously she had become sensi- 
tive to sulfathiazole and on readministration had 
become acutely ill. 


This case illustrates what can happen and shows 
the importance of always thinking of drug reaction 
in diagnosing acutely ill patients. It also shows 
the danger of dispensing the sulfonamide drugs 
for home use. Patients are apt to save medicines 
that are left over and use them at some time in the 
future when they have a similar illness before 
seeing their doctor. If a patient develops a re- 
action before seeing the doctor he will present a 
major diagnostic problem which will interfere with 
the proper treatment and recovery of the patient. 


Finally, let me say that this paper is not a plea 
to use less of the sulfonamide drugs but is a plea 
to all, myself included, to use them more intelli- 
gently. 


Conclusions 


The sulfonamide drugs produce a sensitivity in 
a large percentage of patients, reported on 
good authority to be as high as 36%. 


Readministration of the sulfonamide drugs 
either orally or locally to sensitive patients pro- 
duces an immediate severe reaction which in 
itself endangers life and necessitates stoppage 
of the drug. 


The nature of the reaction is not understood. 


Discontinuance of the drug is followed by a 
quick disappearance of the symptoms of re- 
action. 
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e discovery, production, and clinical evaluation of 
the new chemotherapeutic agent, Penicillin, con- 
stitute a signal advance in medicine’s relentless warfare 
against disease. 


Penicillin has proved to be extremely effective in the 
treatment of infections produced by the hemolytic 
staphylococcus aureus, the pneumococcus, hemolytic 
streptococcus, and gonococcus. In general, Penicillin 
is not effective against gram-negative organisms, with 
the exception of the gonococcus and meningococcus. 
It has not been found effective in the treatment of 
subacute bacterial endocarditis. 


In vitro studies indicate that Penicillin will prove to be 
effective against a variety of other organisms. However, 
clinical experience to date has been limited primarily to 
infections caused by the aforementioned organisms, in 
conformity with the predetermined objectives of the 
Committee on Chemotherapeutic and Other Agents of 
the National Research Council. 


The production of Penicillin is a difficult and delicate 
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microbiologic procedure. Because of the difficulties in- 
volved in producing even limited quantities of this sub- 
stance, it has been necessary to exercise strict control of 
its distribution, in order that supplies might be available 
for essential investigation. The Committee on Medical 
Research of the Office of Scientific Research and Devel- 
opment theretore appointed the Chairman of the Com- 
mittee on Chemotherapeutic and Other Agents of the 
National Research Council to supervise the distribution 
of all stocks available for clinical research. At the present 
time, the Chairman of the latter Committee is super- 
vising allocations of Penicillin in accordance with 
Order No. M-338 of the War Production Board. 


Intensive research begun in the Merck Research Labo- 
ratories in the autumn of 1940, and carried on contin- 
uously ever since, is devoted to the development of 
methods by which this remarkable substance may be 
produced in ever-increasing quantities. Every effort is 
being made to expand production further for the benefit 
of our Armed Forces and, as soon as adequate quantities 
can be made available, for our civilian medical needs. 


* Copies of the recently published brochure, Penicillin Merck—Its Action and 
Uses, containing full color and halftone illustrations, are available on request. 
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PILONIDAL CYSTS 


During the past two years there has been a 
renaissance of interest in pilonidal sinuses, or cysts, 
due primarily to the increased incidence of the dis- 
ease in the Army. Though they have been known 
for nearly a century, there remains considerable 
debate regarding the origin of these curious lesions, 
and wide variations in the method of treatment 
have obtained until recently. The condition has 
usually been considered a minor one, and in fact 
the treatment of it has been relegated- to the 
younger members of hospital staffs who have prac- 
ticed wide excision and open packing according to 
time-honored custom. Actually, the time of com- 
plete disability in civilians treated by this method 
has not been long, though the prolonged period of 
healing has been a source of annoyance to both the 
patient and the surgeon. In military hospitals, on 
the other hand, this lesion has become a major sur- 
gical problem, for the long recuperation consequent 
upon allowing the wound to heal by granulation 
requires hospitalization, inasmuch as a soldier is 
not returned to duty until his wound is completely 
healed. Primary closure has become the method of 
choice, and there have been several new procedures 
reported recently. The purpose of this paper is to 
review the subject briefly and to call attention to 
the newer types of closure. 


Pilonidal cyst, or sinus, is also called sacro- 
coccygeal cyst, sinus, dermoid, fistula, or infun- 
dibulum ; post-anal dermoid, or dimple ; and other 
less used terms. The name is derived from the 
Latin words pilus, meaning hair, and nidus, mean- 
ing nest; this is actually a misnomer, for hair is 
present in only 50 per cent of cases or less. It 
applies to a cyst or sinus located posterior to the 
sacrum and coccyx, with or without single or mul- 
tiple sinuses communicating with the skin. 


Etiology 


It is commonly accepted that the cysts are of 
congenital origin, though the exact nature of their 
development is unsettled. There are two plausible 
theories: one, that it is due to an infolding of the 
ectodermal layer,’ and the other, that it is derived, 
as an epithelial rest, from the caudal portion of the 
embryonal medullary canal.? Kooistra* found evi- 
dence to support both theories. Heredity is said to 
play little if any part. 


Incidence 
Pilonidal sinuses are more common than is gen- 


RECENT ADVANCES IN SURGERY 


erally supposed. Kooistra* reports an incidence of 
one in every nine hundred forty admissions to the 
University Hospital at Ann Arbor, Michigan. 
Pickett and Beatty* and Weeks and Young? esti- 
mate the incidence in the Army to be 0.1 per cent. 
Woldenberg and Sharpe® state that “‘soldiers are 
pouring into army hospitals” because of them, and 
Brezin* found that pilonidal sinuses constituted 33 
per cent of all admissions to the septic surgical 
service of the station hospital at Fort Bragg after 
the first maneuvers in that area. The true incidence 
is probably higher than the above statistics, 
hecause some of them never become infected and 
remain undiscovered. It is predominantly a disease 
of young males in the third decade, the ratio of 
males to females being approximately 3:1. It is 
almost limited to the Caucasian race; a few cases 
have been encountered in Negroes, but the lesion 
has never been reported in the American Indian 
nor in the Oriental races.* Judd?* has never 
observed the condition in a pure Hawaiian. Infec- 
tion, either acute or chronic, is usually the reason 
for discovery of the lesion and the factors contrib- 
uting to its inception are said to be repeated 
trauma, sweating and chafing of clothing, and the 
large number of bacteria usually present in the 
intergluteal area. In addition, the growth of incar- 
cerated hair may predispose to infection. 


The diagnosis is relatively simple. In the unin- 
fected cases there is commonly a telltale dimple or 
actual sinus opening in the midline over the sacral 
area. If infection has supervened, the signs of 
inflammation will be present, and there may be 
accessory sinus exits in the midline or laterally. 
The differential diagnosis includes anal fistula; 
tuberculous, luetic or other infections of the sacrum 
or coccyx ; lipoma; sebaceous cyst ; actinomycosis ; 
and anthrax. Tumors are less common. 


Treatment 


The primary objective in the treatment of this 
lesion is to cure the patient in as short a time as 
possible. If acute inflammation or abscess is pres- 
ent, local measures to promote drainage are indi- 
cated. After this subsides, it is advisable to wait 
for two months or more before excising the lesion, 
though this has been inexpedient in the army, and 
excision has followed incision and drainage in from 
one to four weeks. It is worthwhile to mention 
that the injection of sclerosing solutions® and radi- 
ation® have been tried; however, these methods 
have not enjoyed wide acceptance. Radical exci- 
sion of the lesion is the treatment of choice, and the 
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most popular operation in the past has been wide 
excision using either the scalpel or cautery, with 
open packing of the wound; healing occurred by 
granulation. In a large series collected by Kleck- 
ner’ the recurrence rates were 1.13 per cent for 
the open method and 23.2 per cent for primary 
closure. Several types of operation for primary 
closure have been described, usually with suture 
of the skin edges to the sacral fascia, and with 
pressure applied to the operative wound!!!*.1%14, 
Lahey'* used block dissection with interposition of 
pedicle flaps. More recently, DePrizio™ and Mac 
ee’? have described methods of partial primary 
closure with good end results but requiring rela- 
tively long hospitalization. Kooistra,* in a civilian 
hospital, reported an almost identical hospitaliza- 
tion time for the open and closed types and exactly 
the same recurrence rate, namely 21 per cent. Wol- 
denberg and Sharpe® employed the conventional 
primary closure on 100 cases with 98 cures and 
two recurrences: the average healing time was 14 
days, and in the seven wounds which became 
infected the time was 23 days. Scott'* operated 
upon 94 cases and obtained primary healing in 84 
per cent of.cases with an average hospital stay of 
24 days; there were 19 wound infections. Camp 
and Polites'’® report 37 cases requiring an average 
of 45 days in the hospital. Weeks and Young® 
have operated upon a series of 200 cases; primary 
closure was attempted in the last 77 and was pos- 
sible in 63 of them, of which 50 per cént healed per 
prinum. In the 137 cases treated by the open 
method there were 12 recurrences while there 
were only three recurrences in the primary closure 
group, or about one half as many. However, suf- 
ficent time has not elapsed to accept these figures 
as final. In an addendum they report an addi- 


tional 90 cases treated with primary closure. ~ 


There is good reason to believe that an effort 
should always be made to effect primary closure, 
based on such results as quoted above, for it is 
really unnecessary surrender to pack the wound 
open and wait for it to granulate. Even in those 
cases in which the closure fails and the wound 
breaks down, the period of healing is shorter than 
if the open method had been employed. Concern- 
ing the three newer types of closure, absolute cure 
rates are not available for the obvious reason that 
sufficient time has not elapsed to exclude all recur- 
rences. These operations will be presented briefly, 
but the reader will do well to consult the original 
articles for excellent illustrations. 


Brezin? has devised an operation in which the 
incision incorporates all of the sinus openings, but 
wherever possible the majority of it is transverse ; 
he has found that the most usual and useful type is 
U-shaped. He points out that tension and macera- 
tion are most apt to occur in vertical midline inci- 
sions. If a single incision suffices, the edges are 
undercut ; if the U-shaped type is used, the flap of 
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skin is carefully dissected off of the subcuticular 
tissues. The sinus tract is then meticulously dis- 
sected out with as little sacrifice of normal tissue as 
is possible. The wound is then closed in layers 
after the instillation of a codliver-oil-sulfathiazole 
mixture. The average healing time was 26 days in 
the first group of 30 cases, and in a subsequent 
series”’ it was reduced to 13.1 days. The edges of 
the skin flap tend to separate a little after the 
removal of sutures, but this did not materially 
delay healing. The author has observed this type 
of closure in two cases with good results, though 
in one a slough occurred where the flap crossed the 
midline. This is not surprising, however, for the 
blood supply at this point is poor during the early 
postoperative period and the flap is in reality a 
pedicle graft if it is of any size. In another case in 
which a single transverse incision was used, the 
wound healed per primum and without infection. 
During the excision, Brezin frequently uses a 
probe to delineate the extent of the sinus; he de- 
pends primarily, however, upon clinical recogni- 
tion of the pathologic tissue to insure complete 
removal. This procedure has proven of value in 
his hands, though it is prone to require a longer 
operating time than those to be discussed. 


McCutcheon? reports a method which gave 
fairly good results but with a somewhat longer 
healing time. His incision consists of a transverse 
component at either end of which there are two 
Y-shaped extensions; the whole resembles two Ys 
joined at their bases: >—<. The lateral, supe- 
rior, and inferior flaps are dissected free, thus giv- 
ing excellent exposure. The sinus is excised intact 
with very little normal tissue, thus creating as 
small a dead space as possible. After profuse irri- 
gation, and instillation of sulfanilamide, the wound 
is closed with a single row of mattress sutures 
which include a bite in the sacral fascia. No attempt 
is made to approximate the skin edges closely, and 
stab wounds are made in all of the flaps, for drain- 
age. He states that he expects infection to occur in 
many of his cases, and that it does; however, the 
loose approximation of the wound edges plus the 
stab wounds provides adequate drainage. He has 
encountered no tendency of the flaps to “float”. 
The average healing time was 38 days in 39 cases. 
Two other flap type of incisions were tried, both 
T-shaped, but were abandoned. 


Shute and his associates** employ the usual ver- 
tical elliptical incision, and they remove the sinus 
en bloc down to the sacral and gluteal fascia. The 
refinement in technique which they have intro- 
duced is directed towards obliterating dead space 
and counteracting the tendency of the gluteal mus- 
cles to spread the wound. The gluteal fascia and 
underlying muscle is incised on either side of the 
sacrum in the same plane as the skin incisions. The 
medial fibromuscular flaps are then sutured to- 
gether in the midline over the sacrum, following 
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which the lateral flaps are also approximated. By 
this maneuver, the dead space in the depths of the 
wounds is obliterated, and the pull of the glutei is 
said to be neutralized. Closure can be accomplished 
without tension, and the wound edges fall together 
readily. His results justify the procedure; in a 
series of 59 cases, 48 healed per primum in an 
average of cight days; eight of the wounds became 
infected but after being partially opened they 
healed in a mean of 22 days. Three wounds broke 
down accidentally, as by falling out of bed, but 
healed well in 15 days. ‘This report offers a good 
method of closure which is really quite simple, and 
of the three methods presented appears to be the 
method of choice. 


Irrespective of whatever type of repair is ttsed 
there are several very important factors contribut- 
ing to the success of the operation. Absolute hemo- 
stasis is imperative, both to prevent the formation 
of dead space and to prevent infection. For this 
reason, spinal anesthesia is desirable inasmuch as 
just before closure, the patient is able to cough or 
strain, thus demonstrating any dormant bleeders. 
‘Iwo other cardinal points have already been men- 
tioned, namely closure without tension and obliter- 
ation of dead space. It would appear from the 
results quoted above that these are more readily 
attained in the newer types of closure. The use of 
one of the sulfonamides locally is strongly advised ; 
as a matter of fact, it is probable that this makes 
possible primary closure in a far higher percentage 
of cases than formerly. Scott'*® used buffered sul- 
fanilamide in preference to the plain drug and to 
sulfathiazole. On the contrary, Shute** feels that 
the buffered drug caused the collection of more 
serum in the wounds than did the unadulterated 
drug. Sulfadiazine might well be used, due to its 
wider range of specificity and to the fact that it 
appears to cause less difficulty in wounds than any 
other of the sulfonamide compounds. 


The choice of suture material is important, and 
absorbable sutures are to be condemned. Dun- 
phy’? and Kooistra* advise the use of silk, and 
Shute? the use of alloy steel wire for the buried 
sutures ; it is probable that cotton would be at least 
as good as either of the above and better than silk, 
for it is well known that it is well tolerated in 
infected wounds. 


The use of methylene blue either at operation 
or the day before it a moot point; it has been con- 
demned by many because of the fact that it may not 
permeate throughout the tracts and therefore not 
demonstrate the entire lesion. Others have found 
by experience that it may suffuse out through the 
lymphatics and give a false impression of the size 
of the lesion. The use of probes is subject to the 
same limitation in that they may not pass through 
the extent of the sinus. The best and most depend- 
able method of identifying the sinus, short of 
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actually opening it, and this is undesirable, is to 
carry the dissection just outside of the gritty, hard 
scar tissue. While pressure dressings of many 
types are used, Seott'® points out that they may 
have a deleterious effect by impairing the circula- 
tion and may invert the skin edges; with the last 
two methods it has not been necessary to apply 
pressure, though a moderate amount is needed in 
Brezin’s method to hold the flap in place. The but- 
tocks may be strapped together as an added means 
of relieving tension on the skin suture line. 


Postoperatively, patients are confined to bed for 
four to eight days. No attempt is made to induce 
constipation, but neither is any effort made to 
cause defecation. 


In conclusion, it is to be hoped that these meth- 
ods of repair will be found useful. It would appear 
that the relatively simple procedure described by 
Shute is preferable, and the results were better 
than by any other method. It is recommended that 
the reader consult these articles, for the excellent 
diagrams and photographs will give a very clear 
understanding of each method. 
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APPROVAL OF LABORATORIES TO PERFORM 
PRE-NATAL SEROLOGIC TESTS 


To aid in the prevention of congenital syphilis, 
the 1943 Territorial Legislature passed Act 219 
(H. B. 316), the following sections of which refer 
to laboratories performing pre-natal serologic tests 
for syphilis: 


SECTION 1. Every physician attending a preg- 
nant woman in the Territory of Hawaii for con- 
ditions relating to her pregnancy during the 
period of gestation and/or at delivery} shall, in 
the case of every woman attended, take or cause 
to be taken a sample of the blood of such woman, 
and shall submit such sample to an approved lab- 
oratory for a standard serologic test for syphilis. 
very other person permitted by law to attend 
pregnant women in the Territory, but not per- 
mitted by law to take blood samples, shall cause 
a sample of the blood of every pregnant woman 
attended by him to be taken by a duly licensed 
physician and shall have such sample submitted 
to an approved laboratory for a standard serdlo- 
gic test for syphilis. Such samples shall be taken 
at the time of the first visit to the pregnant woman 
or within fourteen days thereafter. Every preg- 
nant woman shall permit such sample of her blood 
to be taken by a licensed physician as hereinabove 
provided. 


SECTION 2. For the purpose of this Act a 
standard serologic test shall be a test for syphilis 
approved by the Board of Health of the Territory, 
and shall be made at a laboratory approved to 
make such tests by the board of health. Such 
laboratory tests as are required by this Act shall 
be made on request without charge at the board 
of health laboratories. The board of health shall 
issue a “laboratory report form” to be distributed 
upon application to all laboratories approved to 
make tests called for in this section. Any labora- 
tory making any such tests shall prepare the re- 
port thereof in triplicate. The original of such 
report shall be transmitted by the laboratory mak- 
ing such test to the certifying physician. The 
duplicate of such reports shall be forwarded at 
weekly intervals to the board of health. The 
triplicate shall be retained by the laboratory in its 
files and shall be open at any time for inspection 
by any authorized representative of the board of 
health. 


The passage of this Act presented the problem 
of approving laboratories to conduct pre-natal ser- 
ologic tests for syphilis, and immediately the 
questions arose: Should the Board of Health issue 
approval retroactively? Should examinations be 
conducted for those seeking approval, or should 
such approval be extended on the basis of previous 
serologic evaluations? Personnel changes had oc- 
curred in many previously evaluated laboratories ; 
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nany small outside island laboratories had not 
been evaluated, and retroactive approval could not 
guarantee the ability of the laboratory or its per- 
sonnel to conduct such tests satisfactorily. In fair- 
ness to all concerned it was decided, therefore, to 
conduct an evaluation of all laboratories interested 
in obtaining approval to perform pre-natal serolo- 
gic tests. 


Standards for evaluating the efficiency of labora- 
tories provided that (1) laboratories be under 
competent direction, (2) they possess adequate 
personnel and facilities for work, and (3) labora- 
tory directors agree in writing as to the conduct 
of the work. [Laboratories meeting these minimum 
standards were permitted to participate in the 
serologic evaluation. 


Serologic evaluation tests were based upon the 
following provisions : 


(1)- That tests used be of sufficient scope to differ- 
entiate accurately serums of marked and slight specific 
activity in order to avoid prezone effects; 


(2) That positive reactions not be obtained, or ob- 
tained only in rare instances, with specimens from per- 
sons in good health apparently free from syphilis; 


(3) That definite reactions be obtained in all but an 
extremely small percentage of instances with specimens 
from untreated patients with manifestations of second- 
ary syphilis; 

(4) That the result reported by the laboratory ap- 
proximate the consensus of the results obtained by 


other approved laboratories with specimens from 
treated patients with syphilis. 


Twenty-five laboratories, including those of the 
Board of Health, qualified to participate in the 
evaluation. 


Through the cooperation of the Territorial Hos- 
pital at Kaneohe, blood specimens were obtained 
from ten individuals with varied serologic his- 
tories. While ten specimens may not be considered 
sufficient to gauge the sensitivity and specificity 
of serologic results, it was felt that with evalua- 
tions being made subsequently at regular intervals 
the practical needs of the community would be met 
satisfactorily. Identical specimens were submitted 
to all the participating laboratories under coded 
numbers. ach laboratory was given an identify- 
ing number by means of which it could compare 
its findings with the results of the other partici- 
pants, whose identities were also concealed by 
identifying numbers. 
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Specimens of blood for the pre-natal serologic 
evaluation were delivered to the laboratories on 
July 27, 1943; tests were conducted between July 
27 and July 29 and the results were returned to 
the Board of Health by August Ist. 


Two types of evaluation are used; one to de- 
termine which serologic test is superior to the 
others; and the other to determine how each lab- 
oratory compares to the level of average depend- 
ability. ‘The Board of Health was_ primarily 
interested in the latter evaluation and a good 
record of specificity and sensitivity was expected 
of all participants. 


The following table gives the results of the 
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participating laboratories listed by their identify- 
ing numbers. 


The results are tabulated as positive, doubtful 
or negative as recommended by the American 
Committee on Evaluation of Sero-diagnostic Tests 
for Syphilis. A more detailed report, including the 
tube readings, was mailed to the laboratories tak- 
ing part. There was some confusion in interpreta- 
tion of the Kahn test. The interpretations in the 
table have been corrected, where necessary, accord- 
ing to rules laid down by the U. S. Public Health 
Service Supplement #9 to Venereal Disease In- 
formation, p. 190-191, 1939, that a total of 6 pluses 
to 12 pluses on the three tubes be reported posi- 
tive, a total of 2% to 5 pluses doubtful, and 2 
pluses or less, negative. 


SPECIMEN #1 


#2 +3 #4 #5 


#6 #7 #8 #10 


SYPHILIS “ATENT LATENT SECONDARY SECONDARY 


LATENT 


NORMAIL, 
DONOR 


NORMAL 
DONOR 


SECONDARY SECONDARY 


Doubt Doubt 


Kahn 


Pos Pos ; Neg Neg 
3 Neg Doubt Pos Pos Doubt Doubt Pos Neg Pos Neg 
$ Neg Neg Pos Pos Pos Pos Pos Neg Pos Neg 
7 Neg Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
8 Neg Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
7) Neg Neg Pos Pos Doubt Pos Pos Neg Doubt Neg 
10 Neg Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
11 Neg Neg Pos Pos Doubt Pos Pos Neg Pos Neg 
12 Neg Doubt Pos Pos Doubt Pos Pos Neg Pos Neg 
13 Neg Neg Pos Pos Pos Pos Pos Neg Pos Neg 
14 Neg Neg a. Pos Hemo Pos Pos Neg Doubt Neg 
16 Neg Doubt Pos ‘Pos Pos Pos Pos Neg Hemo Neg 
17 Neg Neg Pos Pos Pos Pos Pos Neg Pos Neg 
18 Neg Doubt Pos Pos Pos Pos Pos Neg Doubt Neg 
19 Neg Neg Pos Pos Pos Pos Doubt Neg Pos Neg 
20 Doubt Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
21 Doubt Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
22 Doubt Doubt Pos Doubt Pos Pos Pos Neg Pos Neg 
23 Doubt Pos Pos Pos Pos Pos Pos Neg Pos Neg 
24 Neg Neg Pos Pos Doubt Pos Pos Neg Doubt Neg 
25 Neg Neg Pos Pos Pos Pos Pos Neg Doubt Neg 
Kolmer 
5 Neg Neg Pos Pos Pos Pos Pos Neg Neg Neg 
6 Neg Doubt Pos Pos Doubt Pos Pos Neg Neg Neg 
9 Neg Neg Pos Pos Neg Pos Pos Neg Neg Neg 
14 Doubt Neg Pos Pos Hemo Pos Pos Neg Neg Neg 
17 Neg Neg Pos Pos Neg Pos Pos Neg Neg Neg 
18 Neg Doubt Pos Pos Neg Pos Pos Neg Wk pos Neg 
19 Neg Doubt Pos Pos Neg Pos Pos Neg Doubt Neg 
20 Neg Neg Pos Pos Neg Pos Pos Neg Neg Neg 
21 Doubt Neg Pos Pos Neg Pos Pos Neg Neg Neg 
22 Neg Neg Pos Pos Wk pos Pos Pos Neg Neg Neg 
23 Neg Neg Pos Pos Doubt Pos Pos Neg Neg Neg 
Eagle 
1 Neg Neg Pos Pos Pos Pos Pos Neg Pos Neg 
4 Doubt Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
6 Neg Neg Pos Pos Pos Pos Pos Neg Pos Neg 
7 Neg Doubt Pos Pos Pos Pos Pos Neg Pos Neg 
8 Neg Neg Pos Pos” Pos Pos Pos Neg Pos Neg 
5 Doubt Doubt Pos Pos Hemo Pos Pos Neg Pos Neg 
20 Doubt Pos Pos Pos Pos Pos Pos Neg Pos Neg 
Kline 
2 Doubt Pos Pos Pos Pos Pos Pos Neg Pos Neg 
5 Doubt: Pos Pos Pos Pos Pos Pos Neg Pos Neg 
20 Doubt Pos Pos Pos Pos Pos *0s Neg Pos Neg 
Doubt Doubt Pos Pos Pos Pos Pos Neg Pos Neg 


Eh 
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One complement fixation test, the Kolmer, and 
three standard flocculation tests, the Kahn, Kline 
and Eagle, were performed by the participating 
laboratories. Twenty-one of the 25 laboratories 
taking part performed Kahn tests; 7 the Kahn 
alone ; 9 in conjunction with Kolmers, and 5 with 
the Kline and Eagle. Eleven laboratories per- 
formed Kolmer reactions, all of them with one or 
more flocculation tests. 


It has already been pointed out that this was an 
evaluation of.laboratories .nd not of the specificity 
or sensitivity of any given serologic test for 
syphilis. However, the results obtained are of con- 
siderable interest and worthy of a few comments. 


Serums 8 and 10 weve from normal donors; a 
glance at the table shows that in no instance did 
any test performed by any laboratory yield a false 
positive result. Serums 3, 4, 6 and 7 were from 
cases of secondary syphilis presumably with high 
reagin titres. Again a glance at the table shows 
that, with the exception of 4 dcubtful Kahns, a 
positive result was obtained with every test. 
Serums 1, 2, 5 and 9 gave the most conflicting, and 
most interesting, results. Number 1, with previous 
negative serology, gave 16 negative and 5 doubtful 
Kahns, 4 negative and 3 doubtful Eagles, 4 doubt- 
ful Klines and 9 negative and 2 doubtful Kolmers. 
Number 2, with previous doubtful flocculation re- 
actions and negative complement-fixation tests, 
gave 1 positive, 11 doubtful and 9 negative Kahns, 
1 positive, 3 doubtful and 3 negative Eagles, 3 
positive and 1 doubtful Kline and 3 doubtful and 
8 negative Kolmers. 


From these findings, it is apparent that serums 
1 and 2 had very low reagin contents ; 1, of course, 
the lower. These two cases teach a lesson to the 
clinician in that they explain in a very graphic 
manner how serums with low reagin titres may 
yield conflicting and therefore confusing results in 
different laboratories. The reagin titre in such 
serums is so low as to be below the minimal amount 
necessary to produce clear-cut positive reactions 
with serologic tests of present day sensitivity. 
Serums 5 and 9, also from patients with latent 
syphilis, generally gave positive flocculation re- 
actions and negative Kolmers in accordance with 
the often repeated dictum that flocculation tests in 
general are somewhat more sensitive than com- 
plement-fixation reaction. 


The degree of uniformity among the majority 
of the laboratories evatuated represents the upper 
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limit attainable with the technical methods now 
available. It must be recognized that the accuracy 
of serologic results is dependent upon sound meth- 
ods and careful technical work. Vagaries due to 
poor laboratory work may be unlimited. The pres- 
ent evaluation indicates that the serologic work 
done by the laboratories of Hawaii is, on the 
whole, of high quality and therefore reliable. 


On the basis of the results of the aforemen- 
tioned evaluation, the following laboratories have 
been approved by the Board of Health to conduct 
pre-natal serologic tests for syphilis during the 
current fiscal year: 


Island of Hawaii 
Board of Health, Waiakea 
Hilo Memorial Hospital 
Puumaile Hospital 


Island of Kauai 


Board of Health (Pathological Laboratory 
Kauai Medical Society), Koloa 


Island of Maui 
Board of Health, Puunene 
Kula Hospital 
Malulani Hospital 
Paia Hospital 


Island of Molokai 
Board of Health (Shingle Memorial Hospital ) 


Island of Oahu 


Alsup Clinic 

Batten & Bell (Drs.) 

Board of Health, Honolulu 

Clinic (The) 

Culpepper (Dr.) 

Ewa Hospital 

Fronk-Wynn Clinic 

Honolulu Blood and Plasma Bank 
Kahuku Hospital 


Kapiolani Maternity Hospital 
Kuakini Hospital 

‘Leahi Hospital 

Medical Group 

Pinkerton (Dr.) 

Queen’s Hospital 

St. Francis Hospital 


—BERNARD WITLIN, SC.D. 


States’ Relation Division, U.S. 
Public Health Service assigned to the Board of 
Health, Territory of Hawaii. 


Bacteriologist, 
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COUNTY SOCIETY REPORTS 


MAUI COUNTY MEDICAL SOCIETY 


The Maui County Society reports luncheon 
meetings held August 15, September 12 and Octo- 
ber 17 at the Wailuku Hotel. 


Committees: 


An advisory committee to the Department of 
Public Welfare was appointed in August, consist- 
ing of Dr. Balfour, Chairman, Drs. Sanders and 
Patterson. 


Another committee was appointed to investigate 
the possibilities of the Society acting as financial 
agent for the disbursement of Territorial funds 
made available for the treatment of indigents. Dr. 
McArthur, Chairman, Drs. Balfour and von Asch, 
appointed. 


Dr. Sanders was instructed to investigate the 
possibilities of having a party for service men. 


Dr. von Asch was appointed to take charge of 
and care for the library. 


Immunization procedure: 


The society agreed that the following recommen- 
dations be made to the Board of Health: (1) that 
tetanus antitoxin be combined with diphtheria 
antitoxin; (2) that pertussis vaccine be combined 
with diphtheria antitoxin, if possible, or be given 
separately, if necessary; (3) that all residents of 
the Territory have yearly booster shots of typhoid- 
paratyphoid vaccine. 


Scientific program: 


Lt. Comdr. LeCocq from Pearl Harbor covered 
the following subjects at the August meeting: The 
use of neo-arsphenamine in the treatment of early 
osteomyelitis with positive blood culture; treat- 
ment of compound fractures; non-union of frac- 
tured clavicle; dislocation of acromioclavicular 
articulation. 


Major John R. Turiga gave an interesting talk 
on psychoneuroses and the war at the September 
meeting and Dr. Patterson presented a paper 
entitled “Reactions to the readministration of the 
sulfonamide drugs” in October. 


W. B. Patrerson, M.D., Secretary. 


HAWAII COUNTY MEDICAL SOCIETY 


Meetings continue to be held late in the after- 
noon at the staff room of the Hilo Memorial Hos- 
pital. 


July 20 meeting. 


Dr. Wishik, director of the Bureau ot Maternal 
and Child Health of the Board of Health, gave an 
account of his experiences in the child health con- 
ferences on the island. He noted three outstanding 
paradoxes in these clinics: (1) the use of karo in 
formulas as against the use of cane sugar on the 
mainland; (2) the presence of clinical rickets in 
75 per cent of the children seen at the conferences 
which he attributed to lack of sunshine caused by 
the psychological aspiration of the dark races to 
white skin ; and insufficient prescription of vitamin 
D and too much emphasis on the use of concen- 
trated preparation rather than plain codliver oil: 
(3) the extremely good health, except for rickets, 
of infants, with decreasing health as age increases 
in the pre-school children. This he attributed to an 
inadequate, unbalanced diet, and suggested exten- 


sion of the services and program to pre-school 
children. 


Dr. Wishik gave a brief summary of the Kenny 
treatment and the polio situation on Oahu, and 
outlined the military dependents program for which 
$20,000 had been allocated to the Territory for 


one year. Prenatal, obstetric, post-partum and 
pediatric services are provided for and $35.00 
granted for each normal delivery. Army hospital 
facilities are to be used and all cases in the area 
extending from and including Papaikou and the 
city of Hilo in the South Hilo and Puna districts 
may be sent to Mt. View Hospital. The patient 
may choose to go to her private physician, in which 
case, however, no remuneration is allowed. Physi- 
cians treating these cases in the remaining districts 
would be remunerated at established rates pro- 
vided authorization had been granted in advance. 
Transportation to be furnished to the Mountain 
View Hospital by the O.C.D., and prenatal care by 
the Army. 


Final draft of the Constitution and By-laws was" 
presented and voted to be adopted. . 


September 7 meeting. 


The purpose of the meeting was to formulate 
ways and means to combat dengue fever. Invited 
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to attend were Col. Alt from the Office of the Mili- 
tary Governor; Major Knese, District Surgeon; 
Capt. Farmer, Assistant District Surgeon; Capt. 
Bernstein, Health Officer; Dr. Norman R. Sloan, 
Resident Physician, Kalaupapa Hospital; M. G. 
Fox, agent Department of Public Welfare, and Lt. 
Comdr. Jenkins, Medical Officer, Naval Airbase. 
Nineteen members were present. 


Dr. Orensteinsgave a clinical description of the 
disease, outlining the etiology, mode of transmis- 
sion, symptomatology, clinical and laboratory find- 
ings, treatment and prognosis. 


Dr. Sloan, who has had considerable personal 
experience with the disease during residence in 
the Virgin Islands where dengue is endemic, dif- 
ierentiated various mosquitoes, adult and larva, by 
sketches. In the differential diagnosis, he stated 
that influenza was by far the most difficult to dis- 
tinguish from dengue but that the presence of a 
rash, however atypical or evanescent, itching of the 
palms and soles occurring about the ninth day, and 
the saddle-back fever, were outstanding charac- 
teristics. 


Capt. Bernstein gave a detailed statistical report 
of the symptoms and clinical findings as compiled 
by Dr. Enright. The report was based on the 141 
cases occurring in the recent epidemic on Oahu. 
Dr. Bernstein outlined a prevention and control 
program: (1) inasmuch as there is no reservoir of 
infection on the island, attempt should be made to 
maintain this situation by limitation of travel, 
inspection of personnel and passengers from planes 
and ships, hospitalization and screening of all sus- 
pects, and (2) inasmuch as the mosquito is the 
vector of transmission, a program to control mos- 
quitoes near residences is in order and has been 
inaugurated. Mosquito nets, he ‘said, would be 
furnished to screen cases for the four day period 
during which the infective virus can be passed on 
to the mosquito. 


Lt. Comdr. Jenkins stated that all incoming 
planes are sprayed by pyrethrum bombs ten min- 
utes prior to disembarkation, that eradication of 
breeding places for mosquitoes in the areas imme- 
diately adjoining the barracks had been in effect 
for some time. 


Major Knese reported that all ships, personnel 
and passengers were being inspected. Plans have 
been completed to hospitalize ‘all suspects among 
service personnel at the Mountain View Hospital 
and all suspects among civilians were to be hos- 
pitalized if facilities permitted, through some 
arrangements with the local health authorities. In 
the event of an outbreak, the Army would (1) in- 
spect all military and civilian personnel connected 
with the Army; (2) screen all cases in a hospital 
for four days, (3) increase measures to destroy 
mosquitoes, and (4) furnish nets for all cases, 
military or civilian. 


NoveMBER-DECEMBER, 1943 


Since there would probably be insufficient bed- 
space in the isolation wing of the Hilo Memorial 
Hospital, the director of the O.C.D. had been con- 
sulted regarding the use of the O.C.D. hospital at 
Olaa. It will be possible to use that hospital pro- 
vided (1) there be no available beds at the Hilo 
Hospital; (2) that the Olaa Hospital be reim- 
bursed at the usual rates; (3) that a small section 
of the hospital be screened off for the protection of 
other patients; (+) that only said section, consist- 
ing of wards for bed patients only, be used; and 
(5) that medical care be vested solely in the physi- 
cian of the Olaa Sugar Company. It was the con- 
sensus that all the provisions could readily be met 
except the one re reimbursement. Mr. Fox stated 
his department will pay bills incurred by indigents. 


Regarding hospitalization per se, Dr. Bernstein 
advised that enforced hospitalization of suspects 
and cases v@& legal. 


It was felt that apparently inadequate measures 
were being taken on Oahu to prevent the spread of 
dengue to this island, that passengers embarking 
there were not being examined since several had 
reported to their physicians immediately on arrival 
with fever which had its onset prior to embarka- 
tion. Dr. Bernstein.was requested to write the Ter- 
ritorial Board of Health suggesting that more 
nearly adequate supervision at that vulnerable 
point be instituted. 


October 12 meeting. 


A colored sound film entitled “Peptic Ulcer” 
was presented. 


Dr. W. F. Leslie, medical director of Puumaile 
Hospital, discussed the lack of bed space in that 
institution for tuberculosis cases. He stated that 
there has been an increase in the number of cases 
awaiting admission from 16 in 1940 to 22 in 1942 
and 34 in 1943; that there has been an increase in 
the number of deaths among cases awaiting admis- 
sion and that the waiting period had increased until 
at present three to four months elapse befcre ad- 
mission. Because of the urgent need for beds, it 
has been the practice to discharge cases before they 
were fully ready and this has been reflected in the 
increasing number of re-admissions to the hospital. 
He requested the Society’s help in securing ade- 
quate bed space at the hospital. A committee was 
appointed to draw up a resolution to the proper 
civil authorities requesting their aid. 


Dr. Leslie stated that he had recently received 
word from the director of the Tuberculosis Bureau 
of the Board of Health to the effect that chest 
x-rays are required by the Department of Public 
Instruction prior to employment and every three 
vears thereafter, and that he had been designated 
the authorized agent to certify freedom from tuber- 
culosis, i.e., he was to read all x-rays. It was his 
belief that it was not mandatory that x-rays be all 
taken at Puumaile Hospital. 
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County Reports 


A list of recently licensed physicians was read. 
A letter from R. W. Newtson, former medical 
technician at the local Board of Health, in appre- 
ciation of the cooperation of the practicing physi- 
cians on the island was read. Dr. Orenstein stated 
that the O.C.D. ruling requiring registration of 
laboratories and laboratory technicians was still in 
effect. 


Transfer of Dr. Harold M. Sexton from Hono- 
lulu County was accepted. 


Dr. C. L.. Carter announced that the physicians 
in the Hamakua, North and South Kohala districts 
were extending an invitation to the semi-annual 
dinner meeting to be held at Honokaa about the 
13th of November. 


A letter from the Board of Health requesting the 
Society's opinion on combined diphtheria and per- 
tussis immunization for children and “booster” 
injections for typhoid and paratyphoid was read. 
The Society went on record favoring both of the 
above procedures. 


The local high school requested a physician to 
examine school children other than plantation chil- 
dren and to give tuberculin tests to seniors. ‘The 
secretary was instructed to contact an available 
physician. 


M. Leon Cuanc, M.v., Secretary 


HONOLULU COUNTY MEDICAL SOCIETY 


Summary of activities of the Board of Gover- 
nors and membership meetings, August through 
November : 


Foodhandlers’ examinations. In the August 
meeting Dr. lee announced that the Board of 
Health was drawing up new regulations. 


Blood bank. The Board of Governors went on 
record as endorsing the continuation of the blood 
bank on a peace-time, self-supporting basis. 


Sterilization. Carrying out a request made by 
Dr. Arnold, Sr., that a study be made of the legal 
status of sterilization, individuals indicated by him 
were called together for a meeting. This group 
recommended that a representative committee be 
appointed to study the matter of sterilization. The 
Board agreed that the same individuals constitute 
such a committee and set to work. 


Immunisation. In response to the Board of 
Health’s request for opinion, it was voted to 
recommend that the typhoid “booster” shots be 
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made compulsory, but that the combined diph- 
theria and pertussis immunization remain yvolun- 
tary. 


Parking. It was agreed unanimously that the 
Society accept the parking privileges offered 
across Beretania Street and pay its share of $5.00 
monthly. 


Membership. New members accepted were : 


Capt. George S. White (service ) 
Edmund Lee 
Alvin V. Majoska 
B. M. Kveleth 
Robert G. Johnston 
Robert F. Bailey 
M. Yamashiro 

S. Inamine 

John M. Felix 

Kk. F. Slaten 

Wm. M. Walsh 


Lt. Volt H. Tom, M.C.. U.S.A. was voted to 
Honorary membership posthumous. Lt. om was 
a native of the islands who lost his life at Guadal- 
canal. 


Recommendations were made by the Joartl of 
Censors, and accepted by the Board of Governors, 
to expel Dr. Peter Young from membership. The 
required action by the membership has not vet been 
taken. 


Vacaney on the Board of Censors, due to Dr. 
Osorio’s leaving the Territory, is filled by Dr. 
Winter, appointed by the President. 


Physicians in full-time military duty exempted 
from dues and assessments : 


Lt. Joseph F. C. Lau, M.C., USA. 
Major Robert B. Faus, M.C., USA. 
Capt. Edmund Ing, M.C., USA. 

Comdr. Joseph Palma, M.C., USNR. 
Lt. Comdr. R. J. Mermod, M.C., USNR. 
Comdr. R. J. Mansfield, M.C., USNR. 
Lt. Richard C. Durant, M.C.. USNR. 


Hawai Medical Service -lssociation. 


A total of $2,783.96 was reported returned by 
this organization to 144 doctors who had funds 
accumulated in the Physicians’ Reserve for the 
period July 1, 1942 to June 30, 1943. 


The Musicians’ Union was accepted by the 


Board of Governors for membership in the 
HMSA. This group of about 200 will pay a flat 
rate of $2.00 per member and bills wilk be met on 
the “C” fee schedule; most of them are employed 
intermittently and have an average monthly wage 


of $200.00. 


Approval was given to continue the Civilian 
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Housing Area 3 group for a further six months, 
details to be left to Mr. Carter and Comdr. Kan- 
geter, with the understanding that they could pay 
the doctor on the “B” schedule if they felt it neces- 
sary in order to avoid a deficit. 


Hospitals. 


Staff appointments. The Board of Governors 
was asked to draw up a statement of policy regard- 
ing the appointment to hospital staffs of aliens or 
American citizens of German or Japanese ancestry. 
It seems that there is often considerable contro- 
versy on this point and the Board drew up the 
following resolution to present to the membership : 


WHEREAS it has come to the attention of the Board of 
Governors *h recent months that the question has repeat- 
edly been raised as to the propriety of appointing to local 
hospital staffs physicians of alien birth, or physicians who 
are American citizens but are descendants from countries 
with which the United States is at war, 


BE IT RESOLVED that the Honolulu County Medical 
Society go on record as recommending to the hospitals 
that the eligibility for appointment to such hospital staffs 
be on the basis of licensure to practice medicine in the 
Territory of Hawaii and that the physician be known to 
be in good standing, professionally and ethically, and that 
it is not considered within the province of the medical soci- 
ety or the hospitals to adjudge a man’s standing, politically 
or nationally; that task presumably being in the hands of 
appropriate agencies of the government. 


Kuakini Venereal Disease Section. The atten- 
tion of the Board of Health was directed to the fact 
that there were only two to four cases of venereal 
disease hospitalized in what was Kuakini’s mater- 
nity section, and that since there is an acute short- 
age of maternity beds in the community, it be 
recommended that these venereal cases be cared 
for elsewhere. The Board of Health replied that if 
these private venereal disease patients could be 
hospitalized and adequately cared for elsewhere, it 
was possible that the Army would be willing to 
have the top floor of this wing of Kuakini used for 
its original purpose, i.e., the care of maternity 
patients and the newborn. 


Discussion of this subject further disclosed that 
these venereal cases might be hospitalized in 
Queen's new isolation ward. A follow-up of this 
with the Army, the Board of Health, Queen's Hos- 
pital brought forth letters from the later two 
organizations indicating that steps were being 
taken to rectify this situation and the Board felt 
that its inquiry had served its purpose. 


Kuakini Hospital administration. Upon report 
that the hospital needed the guidance and support 
of the medical society, Dr. Wishik was designated 
to serve as advisor to meet with the hospital's 
board. 


General bed shortage. The Chamber of Com- 
merce and the Board of Health, in reply to the 
Board of Governor's request, endorsed the pro- 
gram to provide additional beds for the community 
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and the Chamber asked the Military Governor and 
the Civil Governor to lend their assistance by 
approving the projects for permanent construction 
and allotting the necessary shipping space for ma- 
terials ; also that a general health survey be under- 
taken as soon as war conditions permit. 


It was reported that several meetings have 
meanwhile been held by representatives of the hos- 
pital trustees and they are agreed on the need for 
inter-hospital consultation before going ahead with 
individual building plans. 


Finances. 


A special committee appointed by the President 
to study the budget for -1943-1944 (which, includ- 
ing the $3,000 appropriation made to the library, 
was expected to show a sizeable deficit) made the 
following recommendations : 

(1) To ask the Territorial Association to appropriate 
$500.00 to the library as last year, without assess- 
ment to the counties ; 

(2) 

(3) 


To levy an assessment of $15.00 per member ; 


In order not to make necessary an increase in dues, 
that the society build up a general fund, with the fol- 
lowing as possible sources: 

(a) Charge for services of staff doctors on City and 
County and Department of Welfare patients, on 
the basis of 20 per cent of the hospitalization 
bill. 

Pay into the society, instead of to individuals, 
the moneys accumulated in the Physicians’ Re- 
serve Fund of the HMSA. 


Extend the treasurer’s term of office to three years, 
and that he be chosen from among past Presidents. 


That the Treasurer be bonded for $5,000 and if this 
does not cover Mrs. Bolles, that she be bonded also. 


(b) 


(4) 
(5) 


There was much discussion as to the fairness of 
requesting the Physicians’ Reserve Fund and 
increasing the dues of institutional and Board of 
Health physicians. The Board of Governors finally 
voted to approve the report of the finance commit- 
tee to the extent of requesting 50 per cent of the 
Physicians’ Reserve Fund, and the total amount to 
be billed on City and County cases, these moneys 
to be placed into a reserve fund of the society ; and 
that this proposal be submitted to the membership 
for final action. 


Notice was circulated to the membership of the 
proposed plan but the matter could not be fully dis- 
cussed at the September 10 meeting because of the 
long program. It was voted to levy an assessment 
of $15.00, and the matter be fully discussed at 4 
future meeting. 


At the November Board of Governor’s meeting 
a proposal was presented to build up a library en- 
dowment fund, asking for voluntary contributions 
from doctors, and asking commercial houses to 
match the funds so raised. It was voted that a 
letter be prepared for approval of the Board. 


D. Boies 


IOS 


PROGRESS! 


This last year has seen a tremendous improve- 
ment in the service the Honolulu library is able to 
render. 


The complexion has changed from one of dis- 
couragement to keen satisfaction. Instead of hav- 
ing continually to say, “No, we don’t have it”, we 
now are able to find in our files the larger share of 
journals on a reference list. A tremendous amount 
of planning and work—in some instances days of 
hard, physical, grimy labor in the stackroom— 
have gone into the transition. 


Journals 


The largest single contribution was the acquisi- 
tion of a large portion of the medical library of the 
Kalihi Receiving Station. This collection brought 
us bound volumes of many journals extending 
back many years and added files of other journals 
which our library was not carrying. 


While on the coast in the spring, our librarian 
enlisted the interest of several libraries to help 
speed up the completion of our journal files. The 
library of the Los Angeles County Medical Society 
has thus added 120 volumes of journals and sev- 
eral cases of books; the University of California 
Medical Library has already shipped us bound 
volumes of three journals covering in each instance 
a period of ten years, and two cases of books. At 
Tulane University Medical Library, where the 
library exchange is controlled, special considera- 
tion is being given to our list of needs. All these 
librarians are keen to help us, having been made 
aware of the demands put upon us by the Army 
and Navy doctors. 


We can now boast of complete files to date of: 


American Journal of Diseases of Children, from 1920; 
American Journal of Medical Sciences, from 1914; 
American Journal of Obstetrics and Gynecology, from 
American Journal of Public Health, from 1933; 
American Journal of Surgery, from 1934; 

American Journal of Tropical Medicine, from 1924; 
Annals of Surgery, from 1904; | 

Archives of Dermatology and Syphilology, from 1922; 
British Medical Journal, from 1900; 

Canadian Medical Journal, from 1934; 

Journal of the American Medical Association, from 1894; 
Journal of Bone & Joint Surgery, from 1927; 

Journal of Experimental Medicine, from 1900; 

Journal of Infectious Diseases, from 1904; and 

Surgery, Gynecology & Obstetrics, from 1910. 


LIBRARY NOTES 


Many others are lacking only a few isolated 
issues to be complete. 


What is more, we now have all this material 
listed. We know from our card file exactly what 
issues we have, what is missing and what dupli- 
cates there are. These duplicates are filed sep- 
arately and have just been offered to the outside 
islands, which this year have become very library- 
conscious. Hawaii has already received from our 
duplicates a file of The American Journal of Sur- 
gery, 1936-1941, and some copies of the Quarterly 
Cumulative Index. 


The receipt of bound journals trom the mainland 
libraries above-mentioned in some cases will re- 
lease several consecutive years of unbound jour- 
nals for the outside island libraries. 


Major Tessmer, formerly pathologist at 
Queen’s, has rendered an invaluable service by 
supplying us a list of medical journals carried by 
all Honolulu libraries. This information has been 
transferred to cards and from the resultant union 
catalogue we can tell at a glance whether a given 
journal is available to Honolulu, and where— 
whether the Clinic, the HSPA, the Department of 
Agriculture and Forestry, the Board of Health, 
the University, Tripler or the Naval Hospital 
has it. 


To further complete this union catalogue. indi- 
vidual physicians have been requested to list their 
journal files with us. Not only has this served our 
union catalogue, but the stock-taking has resulted 
in several physicians giving us journals needed to 
round out our files. Unfortunately many physi- 
cians in the past have thrown out old journals. 
This should never be done without first checking to 
see whether the library has use for them, and now 
these discards become particularly valuable in that 
they can be used to build up the outside island 
libraries. 


At a recent meeting of the Hawaii Library Asso- 
ciation, personnel from all libraries carrying medi- 
cal books or journals were invited, and the ground- 
work laid for activity shortly to be undertaken to 
centralize medical material as much as possible. 
For instance, our library and Tripler General Hos- 
pital carry the Journal of Parasitology “for 1912- 
1917, the HSPA covers 1917-1924, and 1929, the 
Pineapple Producers 1926-1929. If these organi- 
zations are willing, it would seem desirable to con- 
solidate this file, any one of the four organizations 
to be the custodian. Such consolidation, spread 
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over 133 different journals, which is the number 
we carry, will eliminate many duplications and 
release much shelf space. especially at the Library 
of Hawaii and the University Library, both of 
which carry a year or two of several medical pub- 
ications which as an isolated group are valueless 
from a research standpoint and might be just the 
numbers needed by a medical library to complete 
its files. 


Bookbinding 

Another activity for which the library is grateful 
is the program of bookbinding made possible this 
vear by the increased library appropriation. It wall 
take vears to “cover” all the journals, but in five 
months’ part-time service of one man 114 volumes 
have been bound. The improvement in appearance 
of the library will soon become noticeable, to say 
nothing of how much it will facilitate the handling 
of the older material, particularly the coverless 
journals such as the Lancet. British Medical Jour- 
nal, and the New England Journal of Medicine, all 
widely used. 


We look forward to the time when a bookbind- 
ing service may be offered to the members of the 
society for the preservation of their private jour- 
nal libraries. 


Pamphlets and Reprints 


This file has been extensively added to and now 
numbers about 600 articles. The awakening inter- 
est of the outside island physicians in library serv- 
ice has given impetus to augmenting this file, as a 
reprint collection offers material readily available, 
easily mailed, and recent. There is a vast quantity 
of this material still at Nalihi Hospital, untouched. 


Books 
This vear the Library Committee was able to 
make its first substantial purchase of books, adding 
those listed under “.\ecessions” published else- 
where in this issue. 


Making selections for purchase has always been 
a difficult task. Marly this vear the Library Com- 
mittee developed a procedure which has brought 
results. Some thirty physicians were designated to 
make selections, each in his particular field, as 
follows : 
Major T. Nelson 
Richard kK. C. Lee 
R. L. Hill 
I. Tilden 
Capt. F. L. Pleadwell 
Bernard Witlin 
H. LL. Arnold 
H. L.. Arnold, Jr. 
D. C. Marshall 
Economics, Medical J. Pinkerton 
H. Arnold 
H. Arnold 


Allergy 

\natomy, Histology 
\nesthesia 

Bacteriology 

Biegraphy and History 
Chemistry and Biochemistry 
Clinical Medicine 
Dermatology 

Dietetics and Nutrition 


— 


endocrinology 


Heart and Circulation 
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K. Hamre 

Gustay Olson 

J. R. Enright 

J. Halford 

D. Kepner and 
Ralph Cloward 

Helen Gage 

Lyle G. Phillips 

R. M. Ogawa and 
I. R. Austin 


Hematology 

Hospitals 

Infectious diseases 

legal and Industrial Medicine 
Neurology and Psychiatry 


Nursing 

Obstetrics and Gynecology 

Ophthalmology and 
Otorhinolaryngology 


Orthopedics S. Stewart 
Pathology I. A. Fennel 
Pediatrics 1). C. Marshall 
Pharmacology and Therapeutics H. Arnold 
Physiotherapy H. Arnold 
Physiology H. Arnold 
Proctology P. S. Irwin 


Public Health, Hygiene and 


Sanitation J. R. Enright 
Radiology and Radium I. L. Buzaid 
Respiratory Diseases H. H. Walker 
Surgery R. 1. Hill 
Tropical Medicine KF. 1D. Nance 
Tuberculosis H. H. Walker 
Tumors G. A. Batten 
Urology P.S. Irwin 
Venereal Diseases S. Allison 


War Medicine and Surgery Joseph Palma 


Miscellaneous H. H. Walker 

ach doctor was supplied with a list of the 
books carried by the library in his field. and as 
material came in from publishers describing new 
books, this was sent to the doctor for his evalua- 
tion. His recommendation for or against purchase 
was filed and when the Library Committee was 
ready to again consider purchases, a list desirable 
for purchase, by subject. was readily available. 


This procedure was also applied to evaluating 
some several hundred odd books which had accu- 
mulated over the vears, cither as gifts, or part of 
the old library stored in Queen's basement. Only 
two doctors had the time and courage to go over 
the complete lot in two vears’ time, but now, on 
the reconmmendation of our large sclection commit- 
tec. we have elected to save out and incorporate 
into our library about two dozen of this lot, and 
have the list of those remaining to be offered to the 
outside island libraries. No doubt these libraries 
can make many selections from the lot which will 
tide them over until they can purchase, or other- 
wise acquire, later editions. .\fter the outside 
‘slands have had their “go™ at the list. the remain- 
der will be used to reciprocate with the mainland 
library exchange. 


These so-called “discards”, as well some 
duplicate journals, have served a good purpose 
with our .\rmy and Navy visitors. Several times 
we have been able to give the medical officer or 
corpsman off a ship much needed reference or 
reading material otherwise unprocureable, 
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Index Catalogue 


One of our most valued acquisitions for the year 
was made through the kindness of Colonel Harold 
W. Jones of the Army Medical Library in Wash- 
ington, whose interest our librarian enlisted on her 
trip east. He had sent to us the 3rd and 4th series 
of the Index Catalogue—17 volumes in all. One 
volume is published each year and covers refer- 
ences ten years back for its particular alphabetic 
section of the index. 


Another service that has been of great value to 
us is the Current List of Medical Literature—put 
out by the Army Library. Listed under subject 
headings are all recent articles appearing in the 
literature. It is a monthly publication, thus offer- 
ing the very latest material, pending the availabil- 
ity of the A.M.A. Quarterly Index Medicus. 


Do not destroy any old issues of the HA- 
WAII MEDICAL JOURNAL, especially 
the January and November 1942, and the 
January 1943, issues. We have many re- 
quests from mainland libraries which we 
cannot fill, our supply being exhausted. 


ACCESSIONS 
One hundred and sixty-seven books and six 
hundred pamphlets and reprints were processed 
and added to the library this year. Of the books 
added, sixty-four were gifts, fifty permanent loan 
from Kalihi Hospital and fifty-four were pur- 
chased. The purchases are listed here. 


MISCELLANEOUS 


Angina Pectoris by Miller. 

Modern Concepts of Cardiovascular Disease—American 
Heart Association. 

Physical Diagnosis by Cabot and Adams. 

Laboratory Diagnosis by Todd and Sanford. 

Glandular Phys. and Therapy—a symposium. 

The Pneumonias by Reiman. 

Diseases of the Nose, Throat and Ear by Turner. 

Diseases and Injuries of the Larynx by Jackson. 

Handbook of Physical Therapy. 

Physiology in Health and Disease by Wiggers. 

Atlas of Electroencephalography. 

Indigestion by Rehfuss. 

Psychosomatic Medicine by Weiss and English. 


Clinical Hematology by Wintrobe. 

U. S. Pharmocopeia XII. 

Standard Nomenclature of Disease and Operations. 

Handbook of Medical Library Practice. 

Who Walk Alone by Burgess. 

National Formulary, 7th edition. 

Kenny Method of Treatment for Infantile Paralysis by 
Dole, Pohl, Knapp. 

Treatment of Infantile Paralysis in the Acute Stage by 
Kenny. 

Elimination Diet and the Patient’s Allergies by Rowe. 

The Blood Bank by Kilduffe and DeBakey. 


NEUROLOGY AND PSYCHIATRY 
The Neuroses of War by Miller. 
Lectures on War Neurosis by Ross. 
Babies Are Human Beings by Aldrich. 
Psychotherapy with Children by Allen. 
Child Psychiatry by Kanner. 


OBSTETRICS AND GYNECOLOGY 
Textbook of Gynecology by Curtis. 
Obstetrics and Gynecology by Jameson. 
Obstetrical Difficulties by Titus. 
Menstrual Disorders by Fluhman. 
Obstetrical Practice by Beck. 


PATHOLOGY AND BACTERIOLOGY 

A Textbook of Pathology by Bell. 

Surgical Pathology by Boyd. 

Gynecologic and Obstetrical Pathology by Novak. 
Textbook of Pathology by MacCollum. 
Approved Laboratory Technique by Kolmer. 
Textbook of Clinical Parasitology by Belding. 


SURGERY AND ORTHOPEDICS 

Surgical Practice of the Lahey Clinic 

Surgery of Injuries and Plastic Repair by Fomon. 
Infection of the Hand by Knavel. 

Orthopedic Operations by Stindler. 


WAR MEDICINE 
Military Surgical Manuals 
Ophthalmology and Otolaryngology. 
Abdominal and Genito-Urinary Injuries 
Orthopedic Subjects 
Burns, Shock, Wound Healing and Vascular Injury 
Neurosurgery and Thoracic Surgery 


Military Medical Manual 
Manual of Dermatology 
Treatment of Burns by Harkins. 
Aviation Medicine by Hoff and Fulton. 
Psychological Effects of War on Citizens and Soldiers by 
Gillespie. 


JOURNALS 


American Journal of Psychiatry 
Gastroenterology. 
Journal of Clinical Medicine. 


libraries with which I have been connected.” 


“I have always felt that in the matter of libraries it was not only the duty but the privi- 
lege of those members of the profession who had a little spare cash and were in the receipt 
of large fees, to sanctify, so to speak, those fees, particularly when they were very large, by 
devoting a certain percentage to the purchase of rare books for the libraries in which they 
were interested. My surgical colleagues I have always bled with great pleasure for the 


SIR WILLIAM OSLER 
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For the convenience of liquid preparations and their saving in 
mixing time and money—here are the two solutions you want... 


Kodak Liquid X-ray Developer (containing Kodalk) provides 
(1) a solution that is identical in uniformity and stability and 
in development time to that made from Kodalk X-ray De- 
veloper; and (2), without the auxiliary powder supplied with 
each bottle, a rapid (3-minute) developer. 

In proper dilution, it is its own replenisher—extending the life 
of the solution, yet maintaining the original development time. 


Kodak Liquid X-ray Fixer provides a rapid fixing solution 

which imparts maximum hardness to emulsions and promotes 

rapid drying, especially important in industrial inspection. 
* * * 

And in both developer and fixer you have the “plus” of 
Kodak—the knowledge that both are products of a plant 
devoted entirely to the manufacture of chemicals for radio- 
graphic and photographic applications . . . that they are 
formulated against a background of knowledge and experi- 
ence... are balanced for the requirements of Kodak X-ray 
Films ... and are compounded with laboratory care. 


— 
_..and it's Ko 
2: 
and its Kodak 
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Dr. O. Lee SCHATTENBURG 


I am sure I am expressing the sentiments 
of all when I say that we were shocked and 
grieved at the death of Lee Schattenburg. 
He has been one of the Society’s most active 
members, and when called upon to perform a 
task as an officer, or on a committee, he could 
always be counted upon to give careful and 
conscientious direction to whatever was un- 
der consideration. 


Lee started as an officer in the Society. in 
1934, being its Secretary, then its Vice- 
President, and in 1936 he was elected its 
President. He has served in many capacities 
before and after that time—on the Committee 
on Forms of Medical Practice; the Program 
Committee; as Delegate to the Territorial 
Association, and in planning post graduate 
courses for the membership. But primarily 
we associate him with the work of the Mater- 
nal and Infant Welfare Bureau of the Board 
of Health where he has made a notable con- 
tribution. 


Lee came to Honolulu in 1925 from the 
University of California. Following an 
internship at the Queen's Hospital, he be- 
came associated with the Clinic for several 
years and subsequently went into the private 
practice of obstetrics and gynecology. 


To his widow, Myrtle Schattenburg, and 
his three children, Illen, Marion and George, 
the members of this Society extend their 
heartfelt sympathy for we too shall be ever 
and again conscious of the loss to the com- 
munity and to ourselves as a society in the 
untimely passing of one who has given so 
earnestly and enthusiastically to further the 
cause of medical practice. Of him it can truly 
be said that he furthered the “achievement of 
intelligent unity and harmony in our society 
and has contributed to elevate and make 
effective the opinions of the profession in all 
scientific, legislative, public health, materia! 
and social affairs to the end that the profes- 
sion received the respect and support from 
the community” through his endeavors. The 
reputation enjoyed in the community by Lee 
Schattenburg as a physician has reflected 
honor upon the whole profession. 


Grover A. BATTEN, M.D. 


105 


The Hawaii Chapter of the American College of Sur- 
geons entertained Army and Navy members of the college 
stationed on Oahu, in November. Dr. G. A. Batren, 
President of the Hawaii Chapter, acted as chairman of the 
meeting, which had been ably planned by Dr. Pinkerton. 
A variety of topics was discussed from 3:00 to 5:00 at 
which time the wives of the Honolulu members joined the 
party for cocktails, a buffet supper and dancing. More 
meetings of the sort are planned for the future. 


There have been several new line-ups in recent months : 
Dr. Join M. has joined Dr. L. A. R. Gaspar, Jr; 
Dr. Ropert BaAILey has his offices with Dr. CULPEPPER; 
Dr. WittrAM WaALsu has gone in with Docrors BaTtTEN 
AND Bett; Dr. S. Hartwent, formerly medical 
director of the Queen’s Hospital, has been added to the 
medical department of The Clinic; Dr. Rosert JouNnston 
has returned to Honolulu and is practicing general surgery 
with the Medical Group; Dr. ALvixn Majoska, formerly 
resident in pathology at Queen's, has taken over the office 
of the late Dr. O. LEE SchatreNBurG; Dr. H. S. Dick- 
son has taken over Dr. Osorto’s practice, Dr. Osorio 
having left for the mainland. 


Dr. K. M. Amuix who came to Honolulu from Kauai 
is now with the Alsup group. 


Dr. ArtHerR FE. Duryea has asked for transfer to a 
Southern California Medical Society. 


Dr. V. E. M. Osorio has left the islands to take up 
practice in Contracosta County. 


The new kitchen for the Queen's Hospital is rapidly 
nearing completion. The groundwork for the new wing 


of the hospital is being laid. Contractors bids are soon to 
be let. 


Members and friends of the first tuberculosis institute 
to be held in Honolulu have purchased a chair in the 
Mabel Smyth Auditorium as a memorial to Dr. Puitip P. 
Jacogs, Director of the National Tuberculosis Association. 


The Territorial Board of Health revoked the license of 
Dr. Peter L. Younc to practice medicine in the Territory 
and the Society recently took action to expel him from 
membership. 


Maui County no longer has a physician as County 
Health Officer. Mr. Zane, County Sanitation Officer, is 
acting County Health Officer. 


Dr. M. A. DEHARNE has been appointed Medical Di- 
rector of the Wahiawa Emergency Hospital. 


Dr. Titomas L. TaAyior of the staff of the Territorial 
Hospital was elected to membership in the American 
Psychiatric Association. 


Dr. WALTER M. Ozawa, also of the Territorial Hos- 
pital, was clected to associate membership in the American 
Psychiatric Association. 


Dr. B. Clowarp was clected to active member- 


ship in the Harvey Cushing Society at that Society's 
twelfth annual meeting. 


NOTES AND NEWS 
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Dr. STEELE STEWART was on the mainland to observe 
the Kenny treatment, courses for which were given for 
doctors at the American Academy of Orthopedic Sur- 
geons at Mayo Clinic and at the University of Minnesota. 


Dr. M. H. Mack left Wahiawa to gc to the McBryde 
Sugar Plantation at Eleele, Kauai. 


Dr. Harotp SExTon left Honolulu for Hawaii to join 
his father in practice on that island. 


Dr. H. H. SEIer has left Maui to take over the prac- 
tice of Dr. Homer Benson on Molokai. He is the physi- 
cian to the Shingle Memorial Hospital. 


Dr. SHAPIRO moved from Pukoo, Molokai to Hana to 
replace Dr. St. Sure, Jr. 


Word is received from Dr. THomas Maepa, formerly 
of Molokai and now doing graduate work in Philadelphia, 
that he may shortly enter the Army Medical Corps. 


Dr. F. A. St. Sure, Jr. is now with the Maui Agricul- 
ture Company at Paia and has replaced Dr. Jiccs Mc- 
ARTHUR as medical director of the Maui OCD. 


Dr. R. J. HOAGLAND writes from a newly activated field 
hospital in the states which he has charge of and where 
he is enjoying his work very much. He sends his best 
regards, and hopes after the war is over to be assigned 
again to Hawaii. 

Dr. J. ALFRED BURDEN came through on his way to the 
coast not so long ago. He has seen activity in the in- 
telligence service with the Army at Guadalcanal, New 
Georgia, and Vella la Vella during the last year. He and 
Dr. JouNn MCCLELLAN crossed paths at Guadalcanal where 
Dr. McClellan gave him medical attention. Dr. Burden 
has been decorated with the Silver Star for gallantry in 
action and has the Purple Heart. 

Dr. Joun MCCLELLAN is at present in the states re- 
cuperating from a fractured leg which he got trying to 
get into a foxhole. 

Dr. RicHarp DurANT, now a Lieutenant in the Navy, 
called up to say “hello” recently en route to the South. 

The Hawaii Territorial Society for Mental Hygiene 
has been using the doctor’s board room on the second 
floor of the Mabel Smyth Building as headquarters for a 
trial period of three months. Mrs. J. Garner Anthony, 
executive secretary, and her assistant, Mrs. Small, are 
busy with organizational, membership and program ac- 
tivities. 

The Thursday dances, held once a month for doctors 
and nurses of the armed services, and catered to by the 
doctors’ wives are more successful than ever, judging from 
the turnout. The shift from afternoon to evening prob- 
ably had something to do with this. 

Dr. Harotp M. JoHNsoN went to the coast to take his 
American Board of Dermatology exams and to attend 
the Academy of Dermatology meeting 

Dr. CHARLES WILBAR made.a quick trip to Washington 
to attend meetings and scout personnel for the Board of 
Health and is back at his post again. 

Dr. Epwarp F. SLaTEN has returned to the’ islands and 
is with the Oahu Sugar Company at Waipahu. 

Dr. Barton M. EvEtetH has for the past months been 
with the Ewa Hospital. 

Dr. KENNETH P. Jones is also in California, at San 
Fernando. 

Dr. new resident physician in medi- 
cine at Queen’s Hospital, has done an excellent job with 
the planning of Thursday morning clinics. 

Dr. Douctas BELL, as President of the Territorial 
Medical Association, has been asked to serve on the Ad- 
visory Committee on Postwar Planning of the Senate and 
House Holdover Committees. 
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Dr. WILLIAM D. BALDWIN 


Dr. William D. Baldwin died at his Maui 
home on Sunday, October 31, 1943. He 
leaves to his native Hawaii a record of sev- 
enty years of accomplishment that will pre- 
serve his memory in high honor. 


Dr. Baldwin was born at Paia, Maui, Oc- 
tober 25, 1873, and attended school there and 
at Oakland, California, before entering 
Hotchkiss, Yale and Johns Hopkins. His 
postgraduate medical training was received 
at St. Luke’s Hospital in New York City and 
at the New York Post Graduate Hospital. 


Dr. Baldwin returned to the Islands in 
1904 to engage in private practice in Hono- 
lulu. He retired from active practice in 1914 
to live at Haiku, Maui. He volunteered for 
Red Cross overseas duty in World War I 
and served with distinction as the director of 
the Vladivostok hospital. 


Dr. Baldwin upheld the high ideals of the 
medical profession and his colleagues find 
condolence in the knowledge of the useful- 
ness of his service. 


CoLonEL W. F. MacKLIn has retired from the Army 
and has resumed his practice at the Young Hotel. 


Dr. Louris Hirscu writes that he is enjoying life on the 
Big Island. He left the Queen’s Hospital to accept the 
position of pathologist for the Hilo Memorial Hospital. 


Dr. RICHARD T. TREADWELL, who left Hawaii before 
the war, is now located at San Luis Obispo, “alifornia. 


Dr. Francis T. KANeEsuiro has established offi 
304 S. Vineyard Street. offices at 


An article on “Night Vision, Ophthalmologic Reviews” 
by Dr. W. J. HoLmEs appeared in the August issue of the 
Archives of Ophthalmology, and Dr. Holmes has just 
completed his third mainland trip since the war. 
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